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FOREWORD 


The Committee on the Healing Arts was established by the Province of Ontario, 
Order in Council 3038/66, dated July 14, 1966. 


In June 1967, the Committee commissioned Professor C. Hanly, Department 
of Philosophy, University of Toronto, to undertake a study of mental health 
professions and services in Ontario. The following is a study prepared by Professor 
Hanly and submitted to the Committee in October 1968. 


The statements and opinions contained in this study are those of Professor 
Hanly, and publication of this study does not necessarily mean that all the 
statements and opinions are endorsed by the Committee. 


I. R. Dowie, Chairman 
Horace Krever 
M. C. Urquhart 
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INTRODUCTION 


Values and Objectives 


The argument of this study is focused on three questions. The first, philosophical 
in nature, will be considered briefly in this introduction. It concerns what are 
believed to be legitimate goals for society in the field of mental health. The choice 
of these goals affects estimates of the adequacy of professional institutional 
resources for the care and cure of the mentally ill. The second question, the 
appraisal of the prevalence of mental illness in Ontario, will be elaborated in 
Part One of the study. The third question, concerning the nature of the physical 
and professional resources available to treat and care for patients suffering from 
different forms of mental illness, is discussed in Parts Two and Three. The 
conclusions of Part Four are based on the detailed analysis of each question. 


Two Views on Goals 


Athenian democracy was the first democratic society created by man in his search 
for socio-political organizations that would maximize the prospects for his survival 
and self-enrichment. Its philosophers advocated that a healthy mind in a healthy 
body was essential to an individual’s fulfilment of his obligations to society and to 
his achievement of personal happiness. If we adopt this ideal, we are committed 
to the view that everything possible must be done within the limits imposed by 
science, technology, manpower and money to make every citizen as healthy in 
mind as his constitutional endowment and life experience will permit. Thus, given 
that we now have what the Greeks did not have — an organized body of knowledge 
yielding techniques for the treatment of mental illness —we cannot be content 
with anything less than the maximum utilization of available therapies whenever 
their application has some prospect of success. If, for example, there is a need 
for preventive mental health work among school children, we ought to train 
enough therapists to carry it out effectively and thoroughly. 


The opposite view is that society should guarantee only such care and treatment 
Services as are necessary to deal with disorders which actually endanger the safety 
of the individual who is sick or of persons with whom he is in contact. The 
Specific nature of the danger will vary. It may be mental incompetence, arising 
from brain disorder; recurrent psychotic behaviour; addiction to drugs or alcohol; 
sexual perversion; or psychopathic violence. Or it may be a severely disabling 
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neurotic disturbance. But in each case the actual impairment of an essential 
capacity, or recourse to dangerously anti-social behaviour determine the extent of 
therapeutic services which society should provide. 


This view assumes that for the most part nature and the familial and social 
environments will together accommodate minor individual aberrations. Only a 
relatively small segment of the population (not much larger in number than those 
who are in treatment or in care in an institution at any given time) Is deemed to 
require specialized mental health services. While it is recognized that numerous 
other persons may not be altogether free of psychogenetic symptoms, or may not 
be fulfilling their potential as spouses, parents, employees, professionals, business- 
men or citizens, it is believed that there is no need for improvement and expansion 
of resources to help these people. For example, as long as the bread-winner of a 
family is gainfully and legally employed in a job that enables him to support his 
family, it is of no concern to society how he is employed or how personally 
satisfying his job is. Society is concerned only if he becomes incapacitated by 
mental illness, or is threatened with an incapacity that could cause his family to 
become dependent on the community for support. Similarly, no health resources 
need be made available to the housewife who keeps her marriage intact and looks 
after her children, even if her performance is barely adequate, unless she begins 
to develop suicidal tendencies or some other equally threatening symptom. Thus 
breakdown, and the imminent danger of breakdown, are the only appropriate 
criteria for selecting the psychiatric disorders which require deliberate mobilization 
by society of its institutional and professional resources. , 


There are arguments against both points of view. The first position is utopian. 
It is to be hoped that every individual would want to aspire to achieving a healthy 
mind in a healthy body. But given existing scientific, technical, institutional, 
financial and human resources, it is unrealistic to premise public social planning, 
as distinct from private personal planning, on the attainment of such an ideal state. 


The fact of limited resources, especially professional resources, will be docu- 
mented in the body of this study. Suffice it here to cite a few examples. R. G. 
Berry, in a recent manpower survey, has found that existing community and 
Department of Health mental health services have fifty-one vacancies for psychia- 
trists, sixty-five for psychologists, ninety-five for social workers, and thirty-three 
for psychometrists. These vacancies are for established positions, not for positions 
created by new treatment and care programs. For example, the Ontario Hospital 
at Goderich, which serves the counties of Huron and Perth, requires three senior 
and two junior psychiatrists to fully utilize available hospital and clinical facilities; 
the psychiatrists’ facilities built into the Owen Sound General Hospital have never 
been used because no qualified professional staff are available. Also, there are too 
few psychiatrists in private practice and in mental health clinics. A number of 
general practitioners who were surveyed took the opportunity provided by the 
comments section of the questionnaire to state that they had no psychiatrists or 
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psychiatric facilities of any kind within the boundaries of their practice, or that 
these services were in such short Supply that referrals involved long waiting 
periods. In the light of existing manpower shortages, it is likely that adequate care 
and treatment for only seriously disabling and chronic illnesses will be available 
in the immediate future. 


Nevertheless, for several reasons, it would be unrealistic to limit planning and 
resource development to a minimal objective — namely, the diagnosis, care and 
treatment of only the most severe, most disabling and chronic illnesses. 


The minimal approach essentially would require provision of hospital services 
for the severely mentally ill. But mental hospitals will always encounter the diffi- 
culty of attracting sufficient numbers of the most able physicians, psychiatrists, 
psychologists, social workers and nurses. Further, modern hospital psychiatry is 
being moved by its leading practitioners in the direction of a short-term emergency 
service, which is supported on both sides by strengthened preventive and rehabili- 
tative services provided by outpatient clinics, hostels and private practices. Thus, 
a narrow focus upon the provision of hospital services for the most severe mental 
illnesses would arrest the development of much needed preventive and rehabilita- 
tive services. Moreover, hospitalization is necessary for only a small fraction of 
the total number of persons who need specialized mental health services. These 
other patients can be treated effectively and economically through attendance at 
a clinic or at the office of a private practitioner. Only if the mental health pro- 
fessions offer a wider range of opportunities will they attract more qualified people. 
Thus, a policy that is narrowly limited to the provision of hospital services is both 
inadequate in scope and self-frustrating, because it will not lead to the creation 
of the best possible hospital services. It is for these reasons that the minimal 
objective for the provision of mental health services is deemed to be unrealistic. 


This conclusion has been confirmed strikingly by the recent research conducted 
by W. E. Powles and reported to the Ontario Psychiatric Association on February 
1, 1969. Dr. Powles found that Canadian-trained physicians with an interest in 
psychiatry have gone to the United States for psychiatric training, because American 
Schools provide opportunities in psychodynamics (psychoanalysis and psycho- 
therapy), while Canadian schools emphasize general psychiatry (chemotherapy, 
electroshock, counselling and community psychiatry). That is, Canadian train- 
ing is oriented strongly towards mental hospital psychiatry. Having been 
trained in the United States, these physicians tend to remain there to practise, 
in part because of the greater range of practice opportunities available. In order 
to retain and recapture these men and women, Canada must offer similar oppor- 
tunities. Hospital psychiatry alone is not enough. 


The development of private practice and community mental health clinics 
could have a strong impact on the care and treatment problems with which the 
Ontario mental hospitals and the psychiatric services of general hospitals have to 
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cope. In the first place, remedial intervention and intelligent management of 
nascent illness could prevent some of the mental breakdowns that result in the 
need for hospital or custodial care. Second, since the hospitals and their clinics 
are training settings for all mental health professions, they would gain increased 
numbers of advanced trainees, thus reducing staffing problems at junior levels. 
Third, adequate rehabilitative services involving long-term post-hospitalization 
treatment could reduce the number of hospital readmissions. Consequently, in 
order to perform well the functions to which we are now committed, we will have 
to expand our services much further. 


In conclusion, our realistic goal falls somewhere between the utopian maxi- 
mum and the traditional minimum. Persons who have first-hand experience with 
the day-to-day problems of improving and expanding psychiatric and mental 
health services disagree as to where the goal should lie between these extremes, 
but few advocate either the maximum or the minimum objectives. In this study 
we accept the intermediate view as our guideline. 


The major portions of the study consist of two factual and descriptive para- 
meters: need and resources. But before we turn to these, we must deal with one 
more preliminary matter. 


Definition of Terms 


A number of basic terms have already been used — such as “mental health pro- 
fessions”, “psychiatry” and “psychiatric services” — and others will appear later 
in the study. It is useful to establish here certain general usages of these within 
our report. 


“Mental illness” has two quite distinct meanings —one informal and one 
formal —-as measured by connotation and scope of denotation. Popularly, 
“mental illness” is most often equated with insanity, or whatever it is that causes 
an individual to “lose his grip” and behave so strangely or violently that he must 
be hospitalized. This is the “strong” or narrow use of the term. In scientific usage, 
mental illness refers to psychotic and grossly impairing neurotic illnesses. For 
example, in a leaflet distributed by the National Association of Mental Health in 
the United States, mental illness is described as “a name covering several sick- 
nesses of the mind which affect the way a person thinks, feels and behaves. The 
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medical term for serious mental illness is ‘psychosis’. The legal term is ‘insanity’. 


There is a popular usage of the term “mental illness” that includes insanity 
and also much more broadly chronic states of unreasonable apprehensiveness, 
unusual difficulties in recovering from an object loss, and other kinds of impaired 
functioning associated with depression or anxiety. A person is also said to be 


1Quoted in The Stirling County Study of Psychiatric Disorder and Sociocul ; 
t 
Vol. III, Basic Books, New York, 1963, p. 136. ociocultural Environment, 
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“sick”, meaning “mentally ill”, if he is thought to take pleasure in abnormal 
sexual practices, or if he exhibits sadistic or masochistic behaviour. This is the 
“weak” or wide informal use of the term. It too has a correlate in scientific usage 
when it is used synonymously with disturbances of personality, ranging over a 
scale of seriousness from the impairment of brain damage and severe psychosis 
through personality disorders and psychoneurosis, to psychophysiological symptoms. 


This last usage corresponds with the concept of psychiatric disorder as 
developed by A. H. Leighton in the first volume of The Stirling County Study of 
Psychiatric Disorder and Sociocultural Environment. It is consonant also with 
the comments received via the questionnaire to psychiatrists concerning the diag- 
nostic classification of mental illnesses. The respondent who found the gross cate- 
gories enumerated in the questionnaire inadequate was invited to elaborate his 
preferred categorization. A representative critical comment was the following: 
“All categories are meaningless. In practice I do not diagnose, as such, but 
attempt to estimate the degree of deviation (illness) from the norm which is 0. 
Level 1 contains all so-called “nervous” people (most of these do not come to 
treatment). Neuroses are roughly level 2; character problems, roughly level 3; 
psychoses, roughly level 4; and suicide, roughly level 5.” Comments by other 
psychiatrists suggested that the principal reason for dissatisfaction with the 
standard classifications is that clear-cut cases of specific textbook syndromes are 
observed only infrequently, and symptom patterns tend to change in the course 
of treatment. 


Defining mental illness in terms of the degree of deviation has the advantage, 
too, of being more compatible with the categorical preferences of psychologists 
and social workers, the professional partners of psychiatrists in the care and treat- 
ment of mentally ill persons. Most psychologists object to psychiatric categoriza- 
tion of mental illnesses into species of psychoses, neuroses, and character and 
behavioural disorders. They regard the subject (patient) as being in a “problem 
situation” — he may, for example be faced with under-achievement, delinquency, 
criminality, confused self-identity, familial problems, lack of career goals, and so 
on. Psychologists use the term “assessment” more often than “diagnosis” for their 
analysis of these “problem situations”, including the liabilities and capabilities of 
the subject. Social workers are more likely to employ the terminology of standard 
psychiatric classifications in assessing a client’s inability to function normally and 


2For a more detailed account see ibid., pp. 14, 117, 135, 136, 355. The author’s definition is 
being followed here. It is comparable to the definition used by the authors of L. Srole et al., 
Mental Health in the Metropolis, McGraw-Hill, New York, 1962. The classification of 
psychiatric diagnoses used for questionnaires and interview design was taken from the World 

- Health Organization classification which is used by the Ontario Medical Services Insurance 
Plan, the Ontario Department of Health and the Dominion Bureau of Statistics. For a 
discussion of some of the difficulties in establishing a universally acceptable system of 
classification see “Epidemiology of Mental Disorders”, World Health Organization Technical 
Report Series, No. 185, World Health Organization, Geneva, 1960, pp. 16-19. 
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his need for psychiatric services. However, the basic orientation of social workers 
to their clients is guided by the “problem situation”, functional approach. 


Diagnosic categories are uncertain mainly because it has proved extremely 
difficult to establish an exact etiologically based classification of symptoms. Leigh- 
ton’s summary of the etiology of varieties of mental illness (which is representative 
of current classifications) is worth quoting at length, for it clearly reflects 


this problem. 


Heredity — predominant in: personality disorder, psychotic disorders and 
mental deficiency; plays some part in: psychoneuroses, sociopathic disorders, 
psychophysiological disorders and brain syndromes. 


Physiological factors — predominant in: brain disorders; plays some part 
in: psychoneuroses, personality disorders, sociopathic disorders, psycho- 
physiological disturbances, psychotic disorders and mental deficiency. 


Psychological experience — predominant in: psychoneuroses and psycho- 
physiological disorders; plays some part in: personality disorder, sociopathic 
disorder, psychotic disorders, mental deficiency and brain disorder.* 


In this report, consistent with our choice of goals, we have used the term 
“mental illness” to include all conditions in levels 1-5 described in the psychiatrist’s 
comment above. This usage is applied also to the term “psychiatric disorder” 
employed in the Stirling County and Midtown studies.‘ 


The following quotation from F. C. Redlich shows the connection between 
society’s goals and the definition of mental illness. It also explains why no 
attempt has been made to define the extent of facilities, beyond minimal services, 
that should be set as a goal. 


One of the more striking differences (between serious and minor disorders ) 
is the degree of urgency for treatment, which is usually greater in the case 
of the severe illnesses as compared with the mild disorder; sometimes a 
situation is found in which there is acute danger for the life and safety of 
the patient or those who are in contact with him. Intervention is often 
demanded so urgently that treatment and usually hospitalization is manda- 
tory .... Co-operation from the patient in such a process is thought to be 
desirable but not necessary. There is the assumption that such a step is 
necessary both from the patient’s and from society’s point of view, even if 
patients are not capable of, or willing to, recognize it... . In the severe 
cases, psychiatric help is, theoretically at least, available to all who need it. 
When psychiatrists and psychiatric facilities do not exist, as in certain 
geographic areas, the lack of psychiatric help is felt as seriously as the lack 
of other medical personnel, facilities and supplies . . . . In the moderate 
disturbance and in the near-normal case, for which we have no name, there 
is no such urgency or such degree of obligation to submit to treatment. The 
agreement between patient and psychiatrist is voluntary and informal, except 


3A. H. Leighton, My Name is Legion, Basic Books, New York, 1959, pp. 15, 124. 
4Ibid., p. 122. 
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for the general rules which apply to all relationships with medical practi- 
tioners. In comparison with treatment of the severe disorders, the treatment 
of the moderate group is considered less essential by society and to a certain 
extent still has the characteristics of a “luxury” for the upper classes who 
can afford and appreciate it. However, there is change too, both in a 
broader appreciation and in greater availability of such treatment to the 
less privileged classes.5 


It follows that “breakdowns”, ranging from the complete incapacitation of the 
individual to his being impaired to some significant degree in his ability to function 
in the community, form the most serious part (though not the whole) of mental 
illness. Thus, the term “mental health field” includes all activities from research 
to custodial detention, care, treatment and education designed to remedy or find 
ways of remedying any pathology in this range. Also, the term “mental health 
profession” includes any profession that by training and utilization of training 
equips individuals to perform any of the wide variety of tasks designated above: 
it is comprised of psychiatrists, psychoanalysts, clinical psychologists, psycho- 
metrists, psychiatric social workers, psychiatric nurses, child care workers, and 
mental health educators, aides, orderlies and custodial officers. More specific 
definitions of these categories will be given where appropriate. 


Data Collection Methods 


The information and points of view presented in this report were derived from four 
sources: field work; questionnaire surveys; data collected on the Ontario Medical 
Services Insurance Plan claim cards and stored on their computer tapes; and the 
literature relating to the various subjects and problems under review, including 
briefs and supporting documents presented to the Committee on the Healing 
Arts. The field work, undertaken by the author and four research assistants, was 
done for the most part during July and August of 1967, although additional work 
was done during the autumn and winter of 1967-1968. It consisted of three sets 
of interviews: 


1) Interviews with representative members of the various mental health 
professions in a variety of different settings (Ontario hospitals, 
general hospitals, clinics, private practice, universities, and so on). 

2) Interviews with mental health professionals involved with specific 
problem areas (for example, treatment of emotionally disturbed 
children, mental health services in the schools, forensic psychiatry, 
psychological services in reform institutions, alcoholism and drug 
addiction). 

3) Interviews with mental health professionals in jurisdictions outside 
Ontario (New Haven, Boston, New York and Montreal). 


5F. C. Redlich, “The Concept of Health in Psychiatry”, in A. H. Leighton, John A. Clausin 
and Robert N. Wilson (eds.), Explorations in Social Psychiatry, Basic Books, New York, 
i927, pp. 155-157. 


8 Introduction 


The interviews were organized to survey: 1) the major functional roles of the 
professions involving treatment, education, research and administration; 2) a 
variety of diverse socio-economic regions — metropolitan, urban and rural. 


A questionnaire survey of psychiatrists, psychologists, general practitioners, 
general surgeons, orthopaedic surgeons, internists, obstetricians and gynaecologists, 
and neurologists was conducted, as well as a questionnaire survey of chairmen of 
Departments of Psychology in Ontario’s universities, school boards, university 
health services, inpatient facilities and outpatient clinics. The data received from 
the questionnaires to physicians and psychologists was coded, key punched, and 
subjected to computer tabulation and analysis, with the assistance of the Health 
Data Centre, Department of Health, Toronto, and Yale University, New Haven. 


The basic facts concerning the questionnaire surveys are summarized in the 
following table. 


Questionnaire Fikes ie letteg as Number Number 
sent returned used 
Psychology 400 Dog, iia 
Psychiatry 486 161 150 
General practice 1,000 298 215 
General surgery 480 141 126 
Orthopaedic surgery 110 33 28 
Neurology 196 43 at 
Internal medicine 578 153 130 
Obstetrics and gynaecology 347 78 1s! 
Chairmen, Departments of Psychology 11 10 10 
School boards 56 44 44 
University health services 16 7 A 
Inpatient facilities 45 ot oe 
Outpatient clinics on 28 28 


The discrepancy between the number returned and the number used had a 
number of causes. In the case of psychiatry, the Ontario Medical Association 
mailing list was used. This is an “open list”, in that persons who are not certified 
psychiatrists can be placed on it. A few returns were rejected because the 
respondent was neither a certified psychiatrist nor a senior resident in psychiatry. 
Others were rejected because the respondent had retired from active practice. 
These questionnaires were studied for the comments they contained and the 
attitudes reflected in responses made, but were not included in any tabulations. 
Responses from other practitioners were rejected if the respondent commented 
that he had been unable to answer with any confidence. A few were rejected 
because they were highly idiosyncratic (for example, a general practitioner 
reported that in a typical week he diagnosed fifty patients as being psychotic!). 
Others were rejected because of a variety of defects in the data, such as incon- 
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sistency or inadequate definition of terms. Many respondents took the trouble to 
supply helpful comments concerning the psychiatric content of the practice, with 
useful suggestions concerning changes that they would find helpful. The question- 
naires asked for estimates as far as numerical data were concerned. Copies of the 
questionnaires and some further comments on them are to be found in an appendix 
to this study. Similar reasons apply to the exclusion of some of the psychology 
questionnaire returns from the tabulations. 


The following titles have been adopted for these questionnaire surveys, the 
results of which appear throughout this report: 


Hanly Study 1 OMSIP Diagnostic Data Analysis 
Hanly Study 2 Mental Health Survey: Psychiatrists 
Hanly Study 3. Mental Health Survey: Physicians 


3a : General Practitioners 

3b : General Surgeons 

3c : Orthopaedic Surgeons 

3d : Neurologists 

ats : Internists 

ii : Obstetricians and 
Gynaecologists 


Hanly Study 4 Mental Health Survey: Psychologists 
: Registered Psychologists 
Ab : Chairmen of University 
Departments of Psychology 
Hanly Study 5 Mental Health Survey: School Boards 
Hanly Study 6 Mental Health Survey: University Health Services 
Hanly Study 7 Mental Health Survey: Inpatient Facilities for 
Children 
Mental Health Survey: Outpatient Facilities for 
Children 


oO 


Hanly Study 


Part One: The Mental Health Problem 
in Ontario 


One of the first problems to present itself in our study was the lack of any data 
concerning the prevalence of mental illness in Ontario. Without such data it is 
impossible to measure the adequacy of current services or to design optimally 
beneficial new services. One might suppose that the Department of Health would 
have long since established such studies, but such is not the case. The Department 
of University Affairs and the universities are constantly reviewing data on projected 
enrolment as a means of defining the quantity and type of university places needed 
ten years hence; the same approach is needed in mental health. In the light of 
existing deficiencies, an effort was made to provide some crude estimates of need 
and to lay some of the ground work for improvements in the measurement of need. 
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Chapter 1 An Analysis of some of the 


Epidemiological Literature 


Methods: Prevalence vs. Incidence 


The scope of the mental health problem in Ontario can be measured in terms of 
either incidence or prevalence. A measure of incidence provides estimates of new 


illnesses over a period of time. A measure of prevalence provides estimates of 


persisting and new illnesses.! 


Incidence or prevalence estimates can be made in three ways: 1) by taking a 
census of all persons who are in treatment for mental illnesses in the hospitals, 


_ clinics, residential treatment centres, service agencies and private practices in the 


_ province on a given day; 2) by surveys such as those of the Stirling County Study 


and the Manhattan Studies; 3) by surveys of the opinions of practitioners in the 
mental health field. 


The advantage of the first method is that it is relatively simple. Data can be 
utilized that are collected routinely by the Department of Health and Dominion 


_ Bureau of Statistics from hospital records; data from private clinics and practices, 
_ however, are not as readily available. But an estimate of incidence based on this 


method is unacceptable for the specific purpose of this report — to determine the 


_ Scope of the need for mental health services as a means of measuring the adequacy 
_ of existing services. For it is logically fallacious to use a census of persons actually 
coming into treatment to evaluate the quantitative adequacy of available resources. 
This is not to deny that the supply of treatment services made available in the 
province will be influenced in the long run by the pressures of need and the 
_ demand for services. However, if the supply of services is below current demand 
level, then a patient census will necessarily reflect supply level rather than demand 
_ level —let alone need level, which in the case of psychiatric illnesses will almost 
certainly not be reflected accurately in demand. Consequently, patient census 
_ figures are useless for the purpose of estimating the extent of need for psychiatric 


_ Services in a community. 


_Underestimation of Need for Treatment 


It has been suggested that the need for psychiatric treatment is greater than the 
demand. That such is indeed the case is indicated by an analysis of OMSIP data 


1A critical analysis of the value of incidence as compared with prevalence estimates is to be 


found in L. Srole et al., The Midtown Manhattan Study, Vol. 1, McGraw-Hill. New York, 
Appendix C, pp. 380-382. 


11 


12. An Analysis of some of the Epidemiological Literature 


concerning the reporting by physicians of the diagnosis of alcoholism. The 
existence of a strong constraint on realism and honesty in the reporting of the 
diagnosis of alcoholism by physicians (as evidenced by the OMSIP data in Table 
1.1) is undoubtedly associated with a similar constraint on the reporting of 
psychiatric problems. 


TABLE 1.1 


Alcoholism Diagnosis Reporting on Ontario Medical Services Insurance Plan 
Claim Cards, May 1—October 31, 1967 


Natureof ‘Type of physician Number of services Number of patients — 
problem rendered receiving services 
Alcoholic All 91 38 
Psychiatric All 216,020 52,108 
Other than 

alcoholic or 

psychiatric All 3,538,343 i123 3) 


SourRcE: C. Hanly, OMSIP Diagnostic Data Analysis (Study 1), 1967. 


It is known that there are approximately 100,000 persons suffering from alco- 
holism in Ontario. The basis for this figure is given in Chapter 16 of this report. 
The population of the OMSIP study was close to 17 per cent of the total popula- 
tion of Ontario; this means that it is probable that at least 17,000 persons in the 
study population were suffering from alcoholism. This probability is moved 
upward towards certainty once one takes into account two additional factors. 
First, all persons on welfare in the province are enrolled automatically in OMSIP, 
and the premiums of low income subscribers are supported in part or entirely 
depending on the financial need of the subscriber. Second, alcoholism is asso- 
ciated with loss of income. Hence, it is very likely that in the categories of 
welfare and assisted OMSIP subscribers there are more alcoholics than our pro- 
jection postulates —i.e., that our figure is on the conservative side. Consequently, 
despite the fact that physicians dislike treating alcoholism, it is altogether unlikely 
that only 38 members of the OMSIP study population presented themselves to 
physicians during the six-month period of the study with symptoms produced by 
alcoholism. An unknown additional number of alcoholics are buried among the 
712,335 persons who were given some other diagnosis. It is not difficult to explain 
how doctors avoid a true diagnosis. They simply report a major symptom of the 
disease rather than the disease itself. The reason behind this substitution of a 
symptom for the illness is the social and moral stigma attaching to alcoholism. 


There is a similar and perhaps even a more powerful stigma attaching to 
mental illness. Consequently, comparable efforts will be made to cover up, over- 
look or deny the existence of a mental illness. Since physicians are only carrying 
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out the demands of a widespread psychologically determined social pattern, we 
can safely conclude that demand for psychiatric treatment will be substantially less 
_ than the need for it. 


: Existence of Unserviced Needs 


_ The demand for service increases dramatically when new, improved services of 
_ quality are made available. Evidence of this has been found in Service Three, part 
of a new community mental health service for a catchment area in New Haven, 
_ Connecticut under the direction of Max Pepper, M.D. This area is of particular 
_ interest because it has already been a location for epidemiological studies.2 Prior 
to the creation of Service Three, which was established under Public Law 88-164 
in 1966, the same catchment area was served by the Connecticut Mental Health 
Centre at New Haven. The largest number of individuals seeking psychiatric help 
in the outpatient clinic was approximately 195, with an average of 160 over a 
number of years prior to 1966. In its first year of operation (1966) 325 persons 
sought psychiatric help through the expanded outpatient services of Service Three. 
_ By August 28, 1967, 300 persons had sought treatment, providing for a projection 
_ for the full year of approximately 700 of the area’s population of 78,000. Psychia- 
tric examination revealed that every person seeking help was, in fact, in need 
_ of treatment. 


It is evident from these figures how underestimated the need for mental health 
services in the catchment area would be if the estimate were based on patient 
census figures prior to 1966. But the figures for 1966 or 1967 are not logically 
more accurate, despite the increases, because they still do not reflect unrecog- 
nized need. 


A major factor in the increased utilization of the Service Three outpatient’s 


clinic was a vigorous public education program undertaken by Dr. Pepper prior 
to the opening of the clinic. This campaign was designed to counteract the 
influence of the taboo against the acknowledgment of impairment from mental 


illness, as well as factors of socio-economic alienation which had inhibited the 
conversion of need into demand prior to 1966.3 


Much more broadly based evidence of the same phenomenon is reported in 


the Annual Report of the British Ministry of Health for 1966. Statistics relating 
_the expansion of facilities to the numbers of persons on waiting lists for psychia- 
tric services show no proportionate decrease in the length of the waiting lists.‘ 


On the contrary, the creation of new facilities encourages more people who need 
psychiatric help to seek it. 


2A. B. Hollingshead and F. C. Redlich, The New Haven Study, Yale University Press, New 


Haven, 1958. 


8Data derived from an interview with Dr. Pepper at New Haven, August 28, 1967. 


4Annual Report of the British Ministry of Health for 1966, pp. 26-27. 
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Unfortunately, no particular or general expansion of mental health services 
has occurred in Ontario such as those in Service Three in New Haven and in 
Great Britain. Thus comparable data for Ontario are not available. A substantial 
majority of the Ontario psychiatrists interviewed were of the opinion, however, 
that our mental health services do little more than make a good start at serving 
the most seriously impaired mentally ill. And, if allowance is made for the narrow 
limitations inherent in the data on which it is based, the following analytic 
comment from Volume I of the DBS Mental Health Statistics is instructive. 


With the opening of new facilities, the group of patients served who are 
neither psychotic nor mentally defective may be weighted in favour of 
female psychoneurotics (especially neurotic-depressives) and males diagnosed 
under disorders of character and behaviour. 


In the light of Redlich’s statement quoted earlier, this statistic means that an 
undetermined number of persons suffering from the less severe mental illnesses will 
quickly make use of any new services that are made available. Such persons do 
not seek treatment now primarily because facilities are limited. While there are 
serious drawbacks to the method of estimating need on the basis of a patient 
census, as we shall see below, these data provide grounds for concern about the 
adequacy of our services. 


The only scientifically valid means of estimating need for facilities is by the 
population survey, the second method referred to above.® In the context of this 
study, we lacked the time and resources to conduct this kind of investigation in 
Ontario. All that has been possible here has been a survey of some of the epide- 
miological literature that reports studies of this type conducted elsewhere. Three 
such studies have been selected for special attention: first, because they employ 
similar methods and criteria; and, second, because they involve populations that 
are comparable to the population of Ontario in their demographic heterogeneity. 


The three studies selected are the Stirling County Study, the Midtown Man- 
hattan Study and the Health Survey of Heyfield, Victoria. 


Population Survey Studies 
Stirling County Study 


The Stirling County Study investigated the prevalence of mental illness (psychiatric 
disorder) in the population of a coastal county of Nova Scotia containing French 
Canadians (St. Malo area) and English Canadians (Windsor area). The major 
occupations of the people were fishing, farming and lumbering, and jobs in asso- 
ciated industries and services. One of the aims of the study was to determine the 
socio-cultural correlates of mental illness. 


teen ri otal Health Statistics, Vol. 1, Queen’s Printer, Ottawa, 1964, p. 20. 
vos a 
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The study was conducted by an interdisciplinary team of psychiatrists, psycho- 
logists, social scientists and mathematicians based at Cornell University in col- 
laboration with Dalhousie and Acadia Universities. Canadian financial support 
(part of the total budget) came from the Department of National Health and 
Welfare and the Nova Scotia Department of Public Health. Data were obtained 
in three principal ways: 1) by a questionnaire administered by a two-hour inter- 
view of a sample of the population of the county; 2) by impressions obtained from 
physicians and community sources; 3) by more detailed studies of individuals and 
families in subregions of the county who made use of the services of a general 
practitioner and a community mental health clinic. 


The prevalence figures for mental illness in the Stirling County Study are shown 
in Table 1.2. Approximately 57 per cent of the population of the county were 
suffering from a psychiatric disorder or had suffered from one during their lifetime. 
However astonishing and interesting this figure is in itself, it is not the most 
important one for our purposes, since it involves no measure of severity and, 
hence, gives no indication of the urgency of need for treatment. 


The essential finding of the Stirling County Study pertinent to the particular 
concerns of this report combines prevalence with impairment, as shown in 
able 1.3. 


TABLE 1.2 


Prevalence of Psychiatric Disorder in Stirling County Estimated from the F amily 
Life Survey at the Medium Level of Information 


Estimated 
probability 
that an 
individual Estimated 
receiving percentage 
this rating of adult 
would, if population 
intensively who (a) 
Weighted studied, receive 
percentage prove to this rating 
No. of of be a and (b) 
respondents respondents genuine are genuine 
receiving receiving psychiatric psychiatric 
Rating this rating this rating case cases 
A Sha 30.5 9 28 
B 260 24.6 ih 17 
is 261 26.2 4 10 
D 176 La. al es 
Total 1,010 100.00 a7 


Source: D. C. Leighton, J. S. Harding, D. B. Macklin, A. M. Macmillan and A. H. Leighton, 
“Family Life Survey of Stirling County”, in The Character of Danger, Basic Books, 
New York, 1963, p. 121. Based on a total sample of 1,150 members of the Stirling 
County community in Nova Scotia. 
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TABLE 1.3 
Prevalence of Psychiatric Disorder with and without Significant Impairment, 
Estimated from the Stirling County Family Life Survey 
(Medium Information) 


Estimated Estimated 
percentage percentage 
of adult of adult Estimated 
population population percentage 
who receive who receive of adult 
this rating this rating population 
Weighted and are and are who receive 
percentage genuine genuine this rating 
of res- psychiatric psychiatric and are not 
pondents cases with cases with genuine 
receiving significant negligible psychiatric 
Rating this rating impairment impairment cases 
A 3085 i haf 11 5 
B 24.6 6 DL 7 
C 20e2 1 9 16 
D Le 0) 2 17, 
Total 
percentage 100.0 24 35 43 


SourcE: D. C. Leighton et al., “Family Life Survey of Stirling County”, in The Character 
of Danger, Basic Books, New York, 1963, p. 129. Based on a total sample of 1,150 
members of the Stirling County community in Nova Scotia. 


Some explanations of the data are in order. “Medium information” refers to 
the quantity of data available from the survey on which these figures were based, 
as compared with the greater amounts of data derived from the more regional 
studies — notably, from a survey of the residents of the municipality of Bristol, 
Nova Scotia. The results based on greater amounts of data reveal that substantially 
more persons suffered from a psychiatric disorder that caused significant impair- 
ment; it is thus suggested that the above figures tend to underestimate the amount 
of significant impairment from mental illness in the population. A “psychiatric 
case” is a person who “if thoroughly studied by psychiatrists, would be diagnosed — 
as suffering from one or more of the specific psychiatric conditions” described in 
the American Psychiatric Association Diagnostic Manual. The A, B, C and D 
ratings are evaluations concerning the survey data. They represent the fact that the 
chances are better than eight, six, two and zero respectively that the individual 
concerned is or has been a psychiatric case. Statistical weighting relates the result- 
ing figures to the total population of the county. 


In sum, the Stirling County Study estimates “that 24 per cent of the people 
of Stirling County have suffered significant impairment from psychiatric disorder 
during their lives, while another 33 per cent have experienced psychiatric disorder 
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without significant impairment”.? The more intensive study of a smaller segment 
of the population yielded higher estimates: 42 per cent with significant impair- 
ment, and 27 per cent with negligible impairment. 


Midtown Study 


The Midtown Study was conducted along lines similar to those of the Stirling 
County Study. T. A. C. Rennie, the first director of the project, and his team of 
psychiatric colleagues take special care to calibrate the scale for the severity of 
symptom formation so as to make it congruent with their clinical experience of 
mentally ill patients. The calibration of the mental health data collected by means 
of questionnaires administered by interview on a sample of the Midtown popula- 
tion consisted of six gradients: well, mild symptom formation, moderate symptom 


_ formation, marked symptom formation, severe symptom formation, and incapaci- 


tated. Individuals in the last three classes were classified as impaired. The results 
of the study are summarized in Table 1.4. 


TABLE 1.4 
Home Survey Sample (Age 20-59), Distribution of Symptom-formation 
Classification of Mental Health 


Percentage 
Well 18.5 
Mild symptom formation 36.3 
Moderate symptom formation 2148 
Marked symptom formation 322 
Severe symptom formation 1 pe 
Incapacitated Did 
Impaired 23.4 


N = (1,660) 100% 


Source: L. Srole, T. S. Langner, S. T. Michael, M. K. Opler and T. A. C. Rennie, The 
Midtown Manhattan Study, McGraw-Hill, New York, 1962. Based on a home 
interview survey of 1,660 Midtown Manhattan adults. 


The study shows that 23.4 per cent of the Manhattan population were impaired 
in their capacity to work and to form adequate basic relationships. The degree of 
impairment varied, but in all cases it was thought sufficient to create the need 
for treatment. 


Heyfield Study 


The third and final study to be cited was conducted in the community of Heyfield, 
Victoria, Australia. Again, similar methods were employed, although somewhat 


7D. C. Leighton et al., “Family Life Survey of Stirling County”, in The Character of Danger, 


Basic Books, New York, 1963, p. 131. 
8J. Krupinski, A. G. Baikie, A. Stoller, J. Graves, D. M. O’Day and P. Potke, “A Community 
Health Survey of Heyfield, Victoria”, The Medical Journal of Australia, No. 1, 1967, p. 1204. 
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different criteria for the definition of symptoms were adopted from those used in 
the Stirling County study. Obesity, hay fever, asthma and allergic disorders were 
classified as medical rather than psychiatric diagnoses in the Heyfield Study, 
whereas they were treated as psychophysiological symptoms in the Stirling County 
Study. In contrast with the Midtown Study, the Heyfield Study surveyed all types 
of health problems, its two most general categories being medical and psychiatric 
diagnoses. The results are presented in Tables 1.5 and 1.6. 


TABLE 1.5 
Medical and Psychiatric Diagnoses Made 
Age-sex Persons or psychia- diagnosis and psychiatric diagnosis 
category interviewed tric diagnosis alone diagnosis alone 
No. % No. % No. % No % No % 

Children 756 100 489 65.9 Didouzouw 2 nore 20. 5774 
Male 

adolescents 122 100 62 50.8 40 32.8 5 el 15d 28 
Female 


adolescents 119 100 39 32:8 57 47.9 19 16.0 4 3.3 
Male adults 461-3100 i15 24.9 241 52:3 1h 16a 28 6.1 
Female adults 398 100 62)..15:0 2 2225-5007 97 24.4 17° 4.3 
Elderly 73 100 8 10.9 2 es 10.1357 5 Ae 


Total 1,929,100: 784, 40.6 , 787. 40:8). 52351225 eh 20 0-4 


Source: J. Krupinski, A. G. Baikie, A. Stoller, J. Graves, D. M. O’Day and P. Potke, “A 
Community Health Survey of Heyfield, Victoria”, The Medical Journal of Australia, 
No. 1, 1967, p. 1204. 


The investigators summarized their results as follows: 


Major mental illnesses were found in only 1.5% of the population. 
Altogether 18.6% of the population suffered some degree of psychiatric 
disability, and of these 12.2% had an associated physical disorder.? 


The three studies are notably consistent in their results relating to the question 
that is of greatest interest to us — what percentage of the population is disabled 
to a serious degree by a mental illness. The Stirling County Study provides the 
highest figure of 24 per cent, the Midtown Study figure is only a fraction lower, 
23.4 per cent; and the Heyfield Study is lowest at 18.6 per cent. The discrepancy 
between the highest and lowest figures perhaps can be accounted for by the much 
longer prevalence period adopted in the Stirling County Study (now or ever) as 
compared with the Heyfield Study (currently). But the Midtown Study prevalence 
period was comparable to that of the Heyfield Study, and the percentage figure 
of Midtown for disability was very close that for Stirling County. 


9[bid., p. 1205. 
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TABLE 1.6 
Psychiatric Symptoms and Diagnoses 


Persons with 
organic brain 


Persons without ge acl Persons with 

psychiatric diag- psychosis or Persons with neurotic 
_ Age-sex nosis or neurotic mental other psychiatric symptoms 
_ category symptoms retardation diagnosis (no diagnosis) 
| No. % No.  % No.iuncoitihe INomaa 1% 
Children SOOM E28. Ome eimie Shoe ameog 7990. 407 

Male adolescents 46 37.7 2 1.6 18 14.8 56 = 45.9 
_ Female 
adolescents 24 «(20.2 s 25 LO 6.8 J2 e605 
| Male adults 109 23.7 SAuneded LOOPY DES IAT 5S PS 
_ Female adults ZT bee: Atoaat a MW IOS OF G Vi 235 50.0 
_ Elderly |b Anieed hope Perallbiage 4 TOMO; AS GS 8 
_ Total S20 Gar 2 4 29 1.5 329 Lak 951 49.3 


- Source: J. Krupinski et al., “A Community Health Survey of Heyfield, Victoria”, The 


Medical Journal of Australia, No. 1, 1967, p. 1204. Based on a sample of 1,929 of 
the residents of all ages of Heyfield, Victoria, Australia. 


Two further considerations are pertinent. The Stirling County Study strongly 


| suggests that spontaneous remission of symptoms in the sense of a marked reduc- 
tion in the degree of impairment from an untreated psychiatric disorder is a rela- 
_ tively uncommon phenomenon. Consequently, the estimate of the prevalence of 
_ Inental illness based on the prevalence period — now or ever — is likely also to 
approximate the estimate based on the prevalence period —currently.!° What, 
_ then, accounts for the discrepancy? Both the Manhattan Study and the Stirling 


County Study base their findings on the adult population (Manhattan Study, ages 
20-50; Stirling County Study, heads of households). If we derive the figures for 
the comparable age groups from the Heyfield Study, we get a result of 25.7 per 


cent disability for adults only, and 23.3 per cent for adults and elderly; prevalence 
of mental illness among children and adolescents was found to be substantially 


lower than for adults. Thus, when the populations of these three independent 
studies are made homogeneous with respect to age, a remarkable agreement 
emerges among them concerning the prevalence of significant impairment from a 
psychiatric disorder. This agreement is especially important because the studies 
were conducted by different research teams and they involved three geographically, 
economically and socially diverse populations, one of which happened to 
be Canadian. 


10D. C. Leighton et al., op. cit., pp. 118-119. 
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Relevance of Findings to Ontario 


One must exercise caution in deriving generalizations about the Ontario popula- 
tion from these studies. However, the following line of reasoning seems justified. 
In the section which he contributed to the Manhattan Study, Srole considers the 
possibility that the results were exaggerated either by the fact that the population 
studied contained an unusual amount of psychiatric pathology, or by the fact that 
the morbidity range adopted was excessively broad relative to clinical standards. 
Srole presents convincing reasons for rejecting both possibilities. It follows that 
Srole’s result will probably prove to hold true for the whole American popula- 
tion.!1 This probability is increased by the consistency of the results of the two 
additional studies examined here. 


When considering the problem of generalizing to Ontario’s population, these 
factors seem pertinent: 1) the population studied in Stirling County is similar 
to Ontario’s rural population with respect to employment, physical environment 
and culture; 2) the Midtown population is at least somewhat similar to Toronto’s 
core metropolitan population; 3) the Heyfield population, composed as it is of 
native-born Australians and postwar British and European immigrants, is com- 
parable to those of Toronto suburban and large town populations in Ontario. 
These similarities can be easily exaggerated, but our inference is reasonable. The 
consistency of the results indicates that genetic endowment, the quality of family 
life, and the anxiety and stress to which people are subjected by their natural and 
socio-economic environments (such as education, unemployment, natural occupa- 
tional hazards, rapid socio-economic change) are the most important determinants 
of mental health or illness. These factors appear to be more influential than super- 
ficial demographic features, such as nationality, or urban or rural living. If we can 
assume that these factors are approximately equivalent between the studied popu- 
lations and the various populations, urban and rural, of Ontario, then it is prob- 
able that approximately 20-25 per cent of Ontario’s population have suffered, 
are suffering, or will suffer from a psychiatric disorder sufficiently impairing to 
require treatment by a qualified professional in one or other of a number of 
different treatment settings. 


Interpretation of Estimate 


This conclusion is accepted by practising psychiatrists who have taken a special 
interest in the extension of mental health services to the community.!2 However, 
the estimate also encounters incredulity and resentment. The incredulity stems no 
doubt from the fact that we are the dupes of our own social masks. We too often 
and too easily believe that our social identities are the totality of our own persons. 
The estimate contradicts our commonsense, impressions and convictions. And the 


111. Srole et al., The Midtown Manhattan Study, op. cit., pp. 139-145, 150-151. 


12For example, it is postulated by D. B. Coates in “Poverty and Mental Health”, Canada’s 
Mental Health, Vol. XV, Nos. 55 and 56, pp. 3-8. 
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incredulity can itself become a defence against the resentment aroused by the 
threatening question, “If one in every four or five persons suffers from significant 
psychological disability, how do I stack up?” Everyone would be quite comfortable 
if the estimate of impairment from psychopathology were one in fifty or even one 
in twenty (2-5 per cent of the population). But the much larger estimate sets 
off nagging self doubts in many people. These self doubts, because they are 
usually unconscious, can easily be transformed into resistance to increased public 
expenditure to expand and improve mental health services. 


Nevertheless, it would be unwise to use the 20-25 per cent prevalence figure 
as a definition of need against which to measure the mental health resources of the 
province; for it is unlikely that the mental health needs of such a large number of 
people can be met in the foreseeable future. There are frequent reports in the daily 

press of programs to deal with juvenile delinquency, marital problems, alcoholism, 
and emotional disturbances in children, the success of which depends on the availa- 
bility of mental health professionals for new programs and services. But, as will 
be demonstrated in succeeding chapters, there are not enough professional 
Tesources for existing programs. Therefore, while we do not reject the 20-25 per 
cent estimate, we cannot realistically use it in defining attainable goals for resource 
development. Let us then, without scientific or humanitarian justification but in the 
interests of what is practical, adopt the somewhat arbitrary objective of creating 
mental health resources in the province sufficient to diagnose and treat 10 per 
cent of the population. By this estimate 700,000 of Ontario’s 7,000,000 population 


are assumed to be sufficiently disabled by a psychological disorder that treatment 
is desirable. 


Those who remain skeptical about even this reduced objective may want to 
consider yet another type of statistic recently made available by the Dominion 
Bureau of Statistics. The DBS study shows that: 


.. . of the total number of 19,644,000 persons (9,879,200 males, 9,764,800 
females) living in Canada in 1965, 2,394,804 (1,256,925 males, 1,137,879 
females) would be expected to be admitted to a psychiatric institution on at 
least one occasion during the remaining years of their lives (12.7% of the 
males, 11.7% of the females). The remaining 17,249,196 persons would not 
be expected to be admitted because (a) they will remain mentally healthy 
(b) they do not utilize the reporting inpatient facilities even though in need 
of treatment . .. (c) death will “rescue” them from admission to a 
psychiatric institution... .18 


These figures are no doubt conservative as measures of need, since they are 
based on incidence data derived from institutions reporting to DBS. Also, they 
project estimates of at least, and perhaps only, once-in-a-life-time admissions; 
hence, they do not indicate the scope of the need for hospital care and treatment 


ISDBS, Mental Health Statistics: The Expectation of Admission to a Canadian Psychiatric 
_ Institution, Queen’s Printer, Ottawa, October 1968. 
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at any given time. Nevertheless, the DBS data support our view that psychiatric — 
resources competent to diagnose and treat 10 per cent of the population are a 
minimum capability. Further support is provided by the facts that 1) mental 
illnesses of the severity requiring hospital admission are highly chronic, and 2) 
the DBS data do not include persons treated privately. 


In a free, scientifically and technologically advanced society anyone who wants 
to seek a remedy for a psychopathological disability should have a reasonable 
prospect of finding the requisite services. The Midtown Study has shown that 
within the group of psychologically impaired persons (see Table 1.4, p. 17) 5.4 
per cent were in treatment at the time of the study; 21.3 per cent had once been 
in treatment; 13.4 per cent had never been in treatment but revealed a desire for 
psychiatric treatment; another 15.7 per cent were either getting help, or showed 
an inclination to seek help, from some professional other than a mental health 
professional (such as a general practitioner, clergyman or social worker); and 
44.2 per cent had never been patients and showed no sign of seeing in any 
professional a potiential source of help. Consequently, taking into account the dis- 
crepancy between awareness of mental health services in New Yorkers as com- 
pared with Ontarioans (because New York has had more and better services 
longer than Ontario), it seems reasonable to view the 10 per cent figure as approxi- 
mating the level of potential demand for psychiatric services in Ontario where 
“demand” means “need plus willingness to seek professional psychiatric help”. 


Nature of the Demand Group 


It is worth defining the nature of this demand group in some detail. First, it 
includes the “severe illnesses” noted by Redlich for which “treatment and usually 
hospitalization is mandatory”. Within this subgroup are such illnesses as severe 
mental retardation, gross impairment from brain damage, severe psychosis, crimi- 
nality associated with character disorders, and so on; those suffering from these 
illnesses now are or should be in hospital, in custodial care, or in intensive treat- 
ment at an outpatient clinic or with a private practitioner. Second, it includes 
severe psychoneurotic illnesses, milder forms of psychoses, and character and 
behaviour disorders which narrowly circumscribe the individual’s functioning, pro- 
duce highly distressful symptoms, .and may result in hospitalization in the absence 
of treatment. Third, it includes individuals who are only threatened with loss of 
capacity or are less impaired than the second group, but who because of their 
business or professional commitments cannot afford to be mildly impaired or 
because of their philosophy of life and their self-awareness wish to realize their 
full potential. It is likely that the first segment of the demand group will remain 
constant as a percentage of the population over time; that the second group will 
increase slowly over time with the further dissemination of mental health know- 


ledge; and that the third group will increase as rapidly as the availability of services 
and their cost will allow. 


Other studies have estimated the prevalence of mental illness at a figure as low 


Relevance of Findings to Ontario 23 


as our reduced figure. The Baltimore Study," for example, concluded that 10 per 
cent of an urban population are, at any given time, mentally ill. But two facets of 
the Baltimore study must be placed in perspective. First, its purpose was to deter- 
mine the prevalence of chronic disease of all kinds and its variation with social 
and economic status; that is, it was not designed specifically to determine the 
prevalence of mental illness. Second, the 10 per cent figure was deemed by the 
researchers to be conservative, and it excluded all patients in institutions. 


It is important to realize that as the prevalence estimate is reduced, the 
Seriousness of the need as measured by severity of impairment is increased. Cor- 
responding to the increase in the seriousness of the psychiatric disorder is an 
increase in the need for expert diagnostic and treatment skills to service it. Thus, 
if we adopt the 10 per cent estimate of need, we adopt also the view that expert 
treatment and care resources should be available to meet this need, because all 
peripheral mental health problems have been excluded. This view was strongly 
reinforced by the opinions of psychiatrists, psychologists and social workers 
gathered during field interviews for this study. 


Our Use of the Estimates of the Prevalence of Mental Illness 


The foregoing discussion is relevant to the data derived from studies undertaken 
for this report in the following four ways: 


1) The 20-25 per cent estimate of the prevalence of impairing psycho- 
pathology in Ontario’s population derived from the Stirling County, 
Midtown and Heyfield studies can function as a bench mark for 
determining the extent to which treatment figures presented under- 
estimate treatment need. 

2) The 10 per cent estimate of potential demand will be used as the 
measure of the need for treatment by properly trained mental health 
professionals who are especially equipped by their training and 
experience to diagnose and/or treat psychopathology — psychia- 
trists, psychoanalysts, clinical psychologists, psychiatric social 
workers, and those in ancillary professions, such as psychiatric 
nurses and child care workers. 

3) We assume that the existence of an actual and potential demand 
based on estimated need is in itself sufficient grounds for objecting 
to any artificial obstacles that may stand in the way of developing 
sufficient professional resources to serve it. It is also sufficient 
grounds for mobilizing resources to make mental health services of 
the highest possible quality available to approximately 700,000 
persons (or 10 per cent of the province’s population) at any 
given time. 


| 14B. Pasamanick, D. W. Roberts, P. V. Lemkan and D. E. Drueger, “A Survey of Mental 


Diseases in an Urban Population”, American Journal of Public Health, Vol. 48, No. 
923, 1957. 
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4) The capacity to serve the needs of the estimated 20 per cent pre- 
valence of psychogenic disability may be accepted as a reasonable 
long-term goal for mental health services development. 


A general point should be emphasized here. There are important differences 
in the nature and severity of impairment of diverse mental illnesses. The same 
_ may be said of the extent to which treatment is mandatory, and the nature of 
circumstances of the treatment itself. In general, hospital and/or custodial treat- 
ment are mandatory for only the most dangerous illnesses. These occur in only 
about 2 per cent of the population. Consequently, when we suggest that there is 
a need for services competent to treat 10 per cent of the population, we do not 
mean that these should be hospital services, or that there should be an expansion 
of the government operated services. Rather, adequate professional and clinical 
resources of the appropriate kind should be brought into existence by public 
and/or private planning and action. 


In conclusion, it should be re-emphasized that these estimates are in the nature 
of predictions of what would be found to be the case if studies, similar to those 
cited above, were conducted on the Ontario population. It is highly desirable that 
such studies with adequate depth and longitudinal dimensions be undertaken, 
because they provide the only basis for realistic planning. 


Chapter 2 The OMSIP Data Study 


Given the need for accurate prevalence figures for Ontario and because it was 
impossible to undertake a study of the Stirling, Midtown, Heyfield type, we 


_ decided to experiment with the diagnostic and treatment data collected by the 


_ Ontario Medical Services Insurance Plan. These offered three advantages; they 
_ contained a very large sample of the population; they contained diagnostic reports 


by a large sample of physicians of all kinds; and they contained information con- 
cerning consultations and treatments. The data are all derived from the subscribers’ 


claim cards. 


At first glance, the data collected through the administration of Ontario’s 
medical insurance scheme appear to provide excellent information, regularly and 
automatically collected, for this and many other kinds of study. However, two 


_ principal defects need to be overcome: 1) physicians should improve the quality 


of their diagnostic reporting; 2) to current information should be added a report 


of the treatment method used and the employment of the patient. For the specific 
_ purposes of this study there is another shortcoming: OMSIP subscribers are not 
altogether typical of the Ontario population. Special provisions contained in the 
Plan for welfare and low income subscribers result in a proportionately greater 


_ number of individuals in these groups within the OMSIP subscriber population 


than in the general population. However, the division of subscribers into three 
categories — Low Income Subscribers (whose premiums are entirely publicly sup- 


_ ported), Socially Assisted Subscribers (whose premiums are partially publicly sup- 
ported) and Independent Subscribers (who pay their own premiums in full) — 
_ provides a useful socio-economic stratification of the population for the purposes 
_ of some specific comparisons. 


Rationale of the Study 


The OMSIP data were studied in the hope that the result might reflect the per- 


| 
| 


centage of medically insured citizens who have become sufficiently impaired, or 


_whose symptoms have been sufficiently distressing that they have sought the 


assistance of a physician, and whose disorder has been diagnosed subsequently 


_as being psychiatric in nature. This figure would indicate two things: the number 


of persons who are in sufficient distress to seek the help of a doctor, and the 


extent to which physicians are now being confronted with mental illnesses in 


their practice. 
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Method of the Study 


The period of May 1 to October 31, 1967 was selected. All claims of certain 
subscribers for that period were subjected to computer analysis, through the 
cooperation of the Health Data Centre of the Ontario Department of Health and 
with the help of their computer experts. In order to qualify as a member of the 
study population a subscriber had to be registered continuously through May 1 to 
October 31. Any subscriber who enrolled or terminated his enrolment during the 
period was not included. This criterion was used to ensure some measure of 
stability in the study population with respect to such properties as being a citizen 
enrolled in an insurance scheme with psychiatric benefits and being a member of 
a definable socio-economic group. 


Sixty-three different types of physicians, including general practitioners, specia- 
lists and specialty combinations, were studied. Some special experiments were run 
on the data from patients of psychiatrists. The patient population of each type 
of physician was studied according to the diagnoses made. The diagnostic cate- 
gories were non-psychiatric and psychiatric. Psychiatric diagnoses were further 
subdivided into psychosis, psychoneurosis, character and behaviour disorders, other 
psychiatric illnesses, alcoholism, psychiatric diseases of organic causes, and multi- 
service psychiatric claims. “Multi-service psychiatric claims” is a category for 
services known to be consultations or treatments for a psychiatric disorder but 
without a specific diagnosis. (This category is an artifact of a mechanical data 
storage problem. It could have been removed mathematically by redistributing 
the services and patients within this category according to reliable ratios 
determined within the framework of the study itself, but in most cases this 
would not have resulted in greater accuracy.) Thus the three basic para- 
meters of the OMSIP study are the type of physician rendering service; the 
psychiatric illness being treated; and the socio-economic status of the patient 
receiving treatment. 


It can be seen from the criteria by which the population of subscribers has 
been established that it does not represent the total number of subscribers for the 
period. Specifically, persons who enrolled during the period May 1 to October 31 
have been excluded so as not to inflate artificially the numbers of individuals 
with psychiatric diagnoses; we have eliminated from the study population anyone 
who enrolled in OMSIP precisely because of a diagnosed psychiatric disorder for 
which he needed treatment. 


Table 2.1 shows the most general result of the study. The data revealed that 
the prevalence of psychiatric disorder in the study population, as expressed in 
demand for medical services and diagnosed as such by a physician, is 4.7 per cent. 
The prevalence for the three socio-economic groups of the study are 5.3 per cent, 
4.0 per cent and 5.1 per cent for socially assisted, low income and independent 
groups, respectively. These figures suggest that, although the manner of making 
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TABLE 2.1 
OMSIP Subscribers Receiving a Psychiatric Diagnosis, 
May 1-October 31, 1967 


a 
Numbers diagnosed as 


Population suffering from psychia- Percentage 
Socio-economic size in tric disorder in of population 
group thousands thousands so diagnosed 
Socially assisted 316 iy | 53 
Low income 543 pie. 4.0 
Independent 312 16 at 
Total RFA 55 4.7 


as eed) LO ES ES Se rk SO ee a 
Source: C. Hanly, OMSIP Diagnostic Data Analysis (Study 1), 1967. 


demands and the physician to whom the demand for psychiatric help is made 
may vary for the different socio-economic groups, the demand levels of the three 
groups are not significantly different. 


The question arises as to the reliability of these figures. Do they establish, 
for example, that Ontario’s population enjoys better mental health than the popula- 
tions of Stirling County, Nova Scotia; Manhattan, New York; or Heyfield, 
Australia? Unfortunately they do not, although they are consistent with the most 
conservative estimates of the prevalence of mental illness which are based largely 
on hospital and clinical records. There are two separate questions to consider: 
1) the intrinsic accuracy of the figures; and 2) their accuracy relative to the main 
problem at hand — namely, the estimation of the prevalence of mental illnesses 
that are sufficiently debilitating to cause individuals to seek medical help. The 
second question is dependent on the first. 


Explanation of OMSIP Data Study Results 


On the basis of the bench mark established in Chapter 1 of this report, the results 
of the study are conservative. Some explanation of this is in order. 


When submitting claims to insurance plans, many physicians prefer to record 
their diagnosis symbolically: that is, in terms of a physical symptom of a psychia- 
tric disorder, or in terms of a concomitant organic ailment, rather than as a 
Standard psychiatric diagnosis. Thus, for example, backache may be the reported 
diagnosis, when the physician’s real diagnostic opinion is that the patient’s back- 
ache is associated with a psychoneurotic disturbance. Or chronic headache may 
be,the reported diagnosis, when the physician’s real opinion is that the individual 
has headaches because he is unable to deal adequately with certain personal 
Telations. | 


Three factors reinforce this practice. One is the stigma that still attaches to 
‘Mental illness. This stigma makes physicians reluctant to confront a patient 
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with the fact of a psychiatric diagnosis, or to make an official report of a 
psychiatric diagnosis — for example, on an OMSIP claim card. Such reluctance 
will arise especially on behalf of the 20 per cent of OMSIP subscribers whose 
physicians send them the claim card with the diagnosis on it, so that the 
patient can forward it to OMSIP for reimbursement. A second factor is the 
long-standing reluctance of insurance schemes to compensate for psychiatric 
services. Although OMSIP is exceptional in its coverage of psychiatric services 
as far as its formal provisions are concerned, there is probably a considerable 
carryover from past experience with other insurance schemes. The third cause is 
the reduced rate of reimbursement by OMSIP for psychiatric services rendered 
by non-psychiatric specialists. This factor would not influence the physicians who 
serve the 20 per cent of the subscribers who pay their physicians directly and then 
collect from OMSIP; but it would affect the physicians of the remaining 80 per 
cent. These physicians bill OMSIP directly and, in order to collect their complete 
fee, they would have to bill the patient for the remainder and explain the circum- 
stance to him. Thus we are returned to the first factor — namely, the stigma 
attaching to mental illness. 


There are four reasons for accepting this explanation: 


1) Interviews with OMSIP officials confirmed it. 


2) A check was built into the analysis of the data, the results of which 
strongly suggest the operation of the stigma factor. There is a social 
stigma associated with alcoholism which closely parallels the stigma 
against mental illness. As in the case of many mental illnesses, the 
physician has the option of reporting the illness in terms of one of 
its major physical effects (such as a liver ailment) rather than in 
terms of the immediate cause of the effect — alcoholism. That this 
substitution is practised widely by physicians in reporting a diagnosis 
of this condition is evident from Table 1.1, the significance of which 
has already been analyzed. This control within the study shows that 
the psychiatric data are conservative. Unfortunately, it cannot be 
used to measure how conservative the data are. 

3) The open comments section of the questionnaires to general practi- 
tioners and specialists contained reports of resistance in patients to 
a psychiatric referral or to continuing in treatment with the physi- 
cian once a psychiatric diagnosis was mentioned. 

4) The diagnostic data contained in the questionnaires that were sent 
to general practitioners and specialists provide higher estimates of 
current demand for psychiatric services. 


When the necessary corrections are made in order to compare the OMSIP 
data with data derived from the Mental Health Survey: Physicians, the following 
contrast can be stated: 7 per cent of the persons seen by general practitioners, 
general surgeons, orthopaedic surgeons, internists, neurologists, and obstetricians 
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and gynaecologists in Study 1 were given a psychiatric diagnosis, as opposed to 
18 per cent of the persons seen by the same kinds of physicians in Study 3 
(Mental Health Survey: Physicians). It would appear that the OMSIP data 
produce a highly conservative result for the reasons stated above. None of these 
factors, except the general taboo against mental illness, was operative in Study 3, 
because of its confidentiality vis-a-vis the doctor-patient relationship. 


It is not possible, therefore, to use the OMSIP data to form a valid estimate 
of the prevalence of mental illness in Ontario. Nevertheless, one may perhaps 
legitimately use them as an estimate of the prevalence of very severe non- 
hospitalized mental illness, on the following assumptions: 1) the OMSIP data 
include those psychiatric illnesses in which the physician felt that he had no 


_ alternative but to report a true diagnosis; and 2) services to patients insured 


under OMSIP do not include any patients treated in Department of Health facili- 
ties. “Severe” here would involve both a great amount of debilitation, and the 


absence of “covering” physical symptoms or major concomitant organic problems. 
_ The only qualification on this interpretation would appear to be the existence of 


physicians who base their practice and the communications to the patients on 
realism. These physicians would find it necessary to state their professional opinion 


_ to their patients, even to those with mild pathologies arising out of emotional dis- 


order; thus they would have no reason, except perhaps one of economic incon- 
venience, for misreporting a psychiatric diagnosis. It can be concluded, then, that 
the 46,718 psychoneuroses and 2,480 character and behaviour disorders reported 
were, for the most part, either severely debilitating or the only source of disability 
in the persons concerned; and probably they were both. 


Let us see what projection of demand, as defined above, can be derived for 


the entire province by using the OMSIP data. The results of the OMSIP study 


suggest that socio-economic differences do not affect the demand of different 


- socio-economic groups for medical services for psychiatric problems (see Table 
2.1). Therefore, the percentage demand derived from the OMSIP study can be 
applied directly to the population of the province. This results in the estimate 
_ that 329,000 individuals who were very seriously impaired by a psychiatric dis- 
_ order sought the advice of a medical practitioner and subsequently were diagnosed 
as suffering from a psychiatric illness. 


Since our data apply to individuals who were seen and treated either in the 
office of a physician or in the psychiatric ward of a general hospital, they do not 
include patients that were treated in mental hospitals and other facilities operated 
by the Department of Health. These patients would have to be added to the total 
except in two circumstances: 1) when a physician has seen a patient and certified 
his referral to a mental hospital; 2) when a patient has returned from treatment 
in a mental hospital to a physician in private practice for follow-up consultations, 
supervision and treatment. Either circumstance would result in a double count. 


It has not been possible to determine with any accuracy the number of persons 


| 
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in this category. The Mental Health Survey: Physicians provided an estimate of 
approximately one per cent referral to mental hospitals, by the respondents, of 
patients with psychiatric problems. Making the one per cent correction and adding 
the total number of patients recorded on the books of the institutions operated by 
the Ontario Department of Health, during the same period the total patient popu- 
lation (individuals receiving diagnostic, treatment and care services for a mental 
health problem) is approximately 380,000. This figure does not include persons 
treated by non-medical mental health professionals such as clinical psychologists. 
However, the number of persons so treated is insignificant; moreover, according 
to existing laws, a psychologist’s patients or “clients” must be seen first by a 
physician and thus would be included already. It is obvious that our provincial 
estimate is crude, and subject to the qualifications applied to the OMSIP data. 
Nevertheless, when placed in perspective it is significant. 


The provincial estimate cannot be used to measure the actual prevalence of 
mental illness in our population. The best we can do is derive projections based 
on studies done elsewhere. These studies suggest that planning of adequate mental 
health services should be based on the assumption that, at any given time, 20 per 
cent of the population will be in need of some form of mental health service. The 
figures based on the OMSIP data supplemented by Department of Health data 
make it clear that at least 5 per cent of Ontario’s population have voluntarily 
sought these services. We can safely assume that this demand is generated by 
severe disturbance and impairment, for it amounts to only one-half of our estimate 
of potential demand (10 per cent of the population) for mental health services. 


This conclusion gives cause for concern for two reasons. If, as has been argued, 
the individuals involved in these tentative projections are severely disturbed and 
impaired, they are in need of the attention of well-trained and experienced 
diagnosticians and therapists. But this is very far from being the case. Setting 
aside for the moment the 46,400 patients being treated in Department of Health 
facilities by Department of Health physicians, psychologists and social workers, 
and considering only the projected 329,000 being diagnosed and treated elsewhere, 
we find, on the basis of the OMSIP Diagnostic Data Analysis, that 12 per cent of 
the patients are being seen by psychiatrists; 78 per cent are being seen by general 
practitioners; and the remaining 10 per cent are being attended by other specialists, 
none of whom (with the possible exception of neurologists) has received any 
formal training in the diagnosis and treatment of mental illness. This problem 
,will be examined in greater detail in a later chapter; but, prima facie, it is reason 
for considerable concern. 


The second consideration is this. Existing hospital, residential treatment, 
clinical and private practice facilities in the province are heavily burdened; and in 
most cases they are overburdened, even in relation to the scope of services now 
being offered. Evidence of this fact is the existence of mental hospitals that are 
still unable to progress beyond custodial care to well-designed and executed treat- 
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ment and rehabilitation programs. This state of affairs is itself the product of the 
chronic and widespread inadequate supply of professional resources in all services. 
When one looks beyond the Ontario Hospital, the general hospital, and the clinical 
services to other needed services — such as treatment centres for youthful and 
adult offenders, treatment services in the schools, and perhaps most important of 
of all, private individual and group practices — the picture becomes increasingly 
bleak. 


If the situation is unsatisfactory now, it is certain to get worse unless remedies 
are found. Mental health services have been improved steadily since the Second 
World War. But as mental health services improve in quality and quantity they 
produce an increase in the demand for them, because more people with mental 


_ health problems are encouraged to seek help. The individual who formerly would 


not admit his disorder when the only place for treating “insanity” was the “nut- 
house” in the next county — an institution scarcely distinguishable from the jail 
in his own — now might be prepared to seek help at a community clinic, where 
he can talk privately to a skilled mental health professional. Also more professional 
persons who act as advisors to other individuals — such as teachers, clergymen, 
probation officers, judges, lawyers and physicians — are becoming increasingly 
sophisticated about mental health problems in their pupils, clients and patients. 
Instead of acting out neurotic processes with them on the one hand, or rejecting 
the individual with his neuroticism on the other, they tend to interpret the dis- 
turbed behaviour, beliefs or attitudes as a symptom of a psychological disorder 
and advise the individual to seek appropriate help. This general improvement in 
the level of psychological insight among professional and semi-professional people 
of all kinds is inevitable and highly desirable. A number of private and public 
groups, such as the Ontario Mental Health Association, the Ontario Association 
for Children with Learning Disabilities, the Ontario Association for the Mentally 
Retarded, and local groups such as the Toronto Psychoanalytic Forum of the 
Humanities promote a better understanding of mental health problems and the 
determination to find remedies for them. 


Thus, the manpower problem may reach crisis proportions within the next 


- decade as demand for service doubles simply as a result of the efforts now being 


made to serve existing levels of demand. This escalation effect can be demonstrated 
in many different settings. The experience of Service Three, New Haven, Con- 
necticut and the British Health Ministry have already been cited (pp. 13-14). 
The same effect is to be found in Ontario’s expanding outpatient services. It is 
evident also in private practice. Until recently at least, there were six times as 
many psychoanalysts in private practice in Montreal as there were in Toronto. 
Nevertheless, the demand for their services was, if anything, greater than the 


- demand for the services of the much smaller number of psychoanalysts in Toronto. 
If this view is correct, it presents a strong argument not only for doing more 
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of what is now being done, but also for providing solid support for experiments 
in the training of more and perhaps different personnel and in the development 
of new services to be manned by them. 


The fact is that no one knows exactly what is the extent of unserved mental 
health need in the province’s population. The epidemiological literature establishes 
that the 20 per cent figure is probably realistic. Every new additional service is a 
probe in the direction of discovering the limit of the need. That Ontario’s existing 
services are a long way from finding those limits is evidenced by the speed with 
which any new service is swamped. Exactly how far we have still to go cannot 
be measured on the basis of any data accumulated by this study, but it is clear 
that there is no danger of overshooting the mark. And even if there were such a 
danger, a strong case for vigorous expansion could be made, because only when 
immediate demand for service is adequately met can professions that are rightly 
and necessarily service-oriented devote the time and energy to research and 
teaching that also is needed. 


Conclusions 


There is a need for a scientific study of the prevalence of mental illness in demo- 
graphically variegated populations of Ontario in order to provide more adequate 
guidelines for the planning of mental health resources than now exist. These 
studies should be integrated with pilot projects for the provision of comprehensive 
psychological and social services, which will be discussed at a later stage. 


The OMSIP claims file is an invaluable source of data. Recognizing its 
potential, the Department of Health has created the Health Data Centre to perform 
a wide range of useful data processing tasks in connection with health studies. 
The OMSIP claims file will improve as such when OMSIP’s coverage becomes 
universal. As a collection and storage instrument for scientific data, however, it 
has a number of defects that need correction and improvement. The data are as 
accurate as the physician’s diagnostic skill and the accuracy of his reports. As far 
as mental health data are concerned, the causes of error have been discussed 
already. One might add that doctors are among the rugged individualists of our 
society, and they are not inclined to be especially cooperative or careful in per- 
forming routines which they consider to be bureaucratically fussy, if not socialistic, 
and which they suspect as being potential invasions of their privacy. However, 
one suspects that physicians may also be somewhat lacking in standards of 
scientific exactness. It would be useful if they could be persuaded to think of every 
diagnosis as a scientific investigation, and every report of a result as a report of 
_ a scientific finding. If such an attitude were to develop towards OMSIP reporting, 
the OMSIP claims file could become a very useful scientific instrument. 


In addition to the report of a diagnosis, the following information would be 
useful: a classification of the nature of the service, whether diagnostic or thera- 
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peutic (consultations to adjust a treatment being considered as a therapeutic 
service); information as to what the result of a diagnostic investigation is (for 
example, “no treatment indicated”; “referral for treatment by another physician”); 
nature of the treatment given by the physician himself; the employment of the 
patient. This additional information would make the data stored in the claims 
file useful for checking such things as the efficacy of treatment procedures, the 
role of social environment, work, and other factors in the causation of illness and, 
thus, would greatly enhance its scientific usefulness. 


However, a moral problem arises at this point. What happens to the privacy 
of the relationship between patient and physician if this information becomes 
available for research purposes? The problem must be faced, but it is by no means 
an insuperable obstacle. Researchers, like physicians, have a code of ethics which 
requires them to respect the privacy of personal information, among which is infor- 
mation about a patient’s health. Adherence to this code of ethics by researchers 
can be guaranteed administratively by the Health Data Centre itself simply by 
providing numerical data about groups of individuals and never about individuals. 
In this way the anonymity of individuals is absolutely assured. Ours was the first 
research study to avail itself of the data resources contained in the OMSIP claims 
file, and we can report that the principles just stated were operating principles of 
this research and are operating principles of the Health Data Centre for all 
research with which it cooperates. 


The analysis of the data in the literature and accumulated by this study 
suggests that there is an urgent need to at least double Ontario’s mental health 
resources. But before accepting this conclusion, it is necessary to consider a 
counter-argument. Let us assume that the explanation for the apparently conserva- 
tive nature of the OMSIP data is correct. It would follow that many more persons 
with mental health problems are being seen by physicians and treated by them 


TABLE 2.2 
Percentage of Psychiatric Diagnoses by Physicians in Studies 1 and 3 Compared 


Psychiatric diagnosis as a percentage of 


Type of physician all diagnosis 
OMSIP Study Medical Study 

General practitioners 138 vel 
General surgeons 26 12.4 
Internists 5.4 Payit 
Neurologists 14.7 SPs) 
Obstetricians and 

gynaecologists 20 Pena’ 


Source: C. Hanly, Mental Health Survey: Physicians (Study 3), 1967. Based on a question- 
naire survey of Ontario physicians; OMSIP Diagnostic Data Analysis (Study 
1), 1967. 
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than appears from the OMSIP data. As Table 2.2. shows, general practitioners 
and some specialists, especially internists and neurologists, see and treat many 
more psychiatric disorders than are reported on OMSIP claim cards. 


The discrepancies are quite striking, even assuming that the percentages derived 
from Study 3 are deflected upward by the fact that physicians who take an active 
interest in the mental health problems of their patients would be more inclined 
generally to respond to a questionnaire dealing with this subject than those who 
take little or no interest. (The number of respondents was not large enough to 
safeguard against the effects of this tendency.) However, it is unlikely that such 
a factor explains the discrepancy. A study of psychiatric diagnoses reported on 
the questionnaires showed the variance to be extreme. In addition, physicians who 
diagnosed scarcely any psychiatric illnesses were reasonably well represented 
among the respondents; although this fact does not rule out the possibility that 
there are proportionately more physicians in the total doctor population who 
diagnose scarcely any psychiatric disorders than in the Study 3 sample. Thus it 
appears that considerably more patients with mental health problems are seen by 
Ontario’s physicians than the OMSIP data would suggest. 


But identifying a mental health problem is one thing, and treating it success- 
fully is quite another. Relatively few of the respondents to the questionnaires 
expressed full satisfaction with the treatment programs they were able to institute 
for their patients with mental health problems, either themselves or by referral. Of 
the respondents who made comments only twenty-nine expressed a desire for an 
increased utilization of general practitioners in dealing with mental health problems, 
as compared with thirty-two who mentioned the need for more psychologists and 
social workers; 115 for more outpatient clinics (which involve paramedical per- 
sonnel); and 157 for more psychiatrists. The vast majority of the comments in the 
questionnaire expressed high levels of dissatisfaction with the therapeutic programs 
that the physicians themselves were able to inaugurate under the working 
conditions of a demanding practice and a training directed towards solving 
strictly physical medical problems. Furthermore, it is reasonable to raise 
a question concerning the quality of psychiatric treatment that most physicians 
are able to provide. Even the higher figures of Study 3 contain a very 
large number of persons suffering considerable disability from psychoneurotic 
problems. It is doubtful that a rather superficial investigation of the patient’s life 
Situation, the interpretation of apparently physical symptoms as being psycho- 
genetic, encouragement, practical advice and drugs (which is about all that most 
physicians have time or training to provide) can do more than, at best, serve as a 
temporary palliative for the symptoms. 


These points are not intended as criticisms of the medical profession, but as a 
basis for rejecting any idea that minor improvements in the existing scale and 
organization of resources are all that is needed. We will be in a better position to 
discuss this question at a later point, but it is obvious that the vast majority of 
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Ontario’s physicians (psychiatrists excluded) are not mental health experts. Clearly, 
many doctors recognize this state of affairs and are dissatisfied with it. Neverthe- 
less, as we found in Study 3, currently physicians themselves are not only saddled 
with the responsibility of identifying mental health problems in their patients, but 
they must also diagnose and treat them. The most important group of physicians 
in this context are the general practitioners. Study 3 shows that the general practi- 
tioners in the sample, on the average, treat 88 per cent of the psychiatric disorders 
that they diagnose. 


We begin our study of mental health professions from the premise that Ontario 
needs to have at least double its present mental health resources in order to begin 
to cope adequately with existing needs. In and by itself, this premise is not mean- 
ingful until the nature of these needs and resources is more precisely delineated. 
In the following chapters we will discuss them in the context of the examination 
of the various mental health professions and services. 


Part Two: The Mental Health 
Professions 


Chapter 3 Some General Considerations 


The mental health field contains a major division between the medical and the 
psychological professions. This division has several different aspects: scientific, 
technological, training and educational, service, legal, economic, social, linguistic, 
and even psychological. One would have thought that the mental health professions, 
made up as they are of individuals who are especially skilled in the resolution of 
psychological conflicts, would have long since brought these skills to bear on their 
own professional interactions so as to bring about a condition of harmonious 
cooperation among the groups involved. One finds, however, that professional 
rivalry and medical authoritarianism are cited frequently in explanation of the 
absence of sufficient numbers of psychologists and social workers. Competition 
is no doubt desirable, and in any case cannot be eliminated from human inter- 
action; but it should improve, not endanger or diminish, the quality of service 
rendered by professions to the public. The achievement of socially useful com- 
petition and cooperation among the mental health professions, in the context of the 
real differences among them, is a precondition for the full utilization of existing 
Science and technology in the service of mental health needs in the province’s 
population. 


At present medicine dominates the mental health field. Current legislation 
permits a general practitioner without benefit of training or formal qualification to 
perform the services for which a clinical psychologist is trained, while the clinical 
psychologist may treat a psychoneurotic person by means of a psychological 
therapy only upon referral from a physician. 


The dominance is also social. In any service where there is a physician and 
other professional personnel, usually the physician acts as director of the service 
and is deferred to in decision-making by members of other professions. The 
Settings in which psychologists or social workers perform this leadership or 
management function are, for the most part, Settings in which there are no physi- 
cians working except on a consultative basis. 


Finally, medicine as a profession is numerically dominant in mental health, 
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there being more physicians than any other professional group in the field. These 
facts underscore the importance of a clear scientific principle for differentiating 
the roles and services of medicine, psychology, social work, nursing, education and 
general care in the mental health field. In this connection, the development of 
psychoanalysis in Canada is particularly instructive, and it will be used as a model 
from which to construct a guide for future development. But there are also philo- 
sophical and scientific divisions within the mental health professions themselves 
to which we must now turn our attention. 


Some Theoretical Conflicts 
The Physicalist vs. the Psychodynamic Hypothesis 


At the extreme end of the spectrum there are psychiatrists and psychologists who 
postulate a direct organic determination of any symptom of any mental illness. 
This hypothesis has far-reaching implications for therapy and, hence, for under- 
Standing the development of psychiatry and the role of medicine in it. If every 
psychiatric symptom has a direct organic cause and if this cause itself is not 
Subject to alteration except by a physical force (either mechanical or chemical) 
impinging upon it, then the only useful psychiatric therapy will be either physio- 
logical or pharmacological. In keeping with this hypothesis, the task of psychiatry 
is to discover and apply physiological, surgical and drug therapies. At the present 
time, there are a number of techniques of this type available: electroconvulsive 
therapy, insulin shock therapy, prefrontal lobotomy, and the psychotropic drugs. 
Each of these procedures, with respect to both the mechanics of its application 
and the nature of its direct and indirect effects on the patient, is such that it must 
be applied and supervised throughout by a physician. 


If, therefore, techniques of this type are to be unique instruments of therapy 
for mental illnesses, three corollaries follow: diagnostic and therapeutic procedures 
should be the responsibility of medical specialists; the relationship of the physician 
to the patient in psychiatry is as extrinsic to the treatment itself as it is in the 
practice of surgery or internal medicine; the contributions of mental health pro- 
fessionals other than psychiatry are essentially of an auxiliary nature. The clinical 
psychologist may assist with diagnosis and the rehabilitation of the patient; the 
nurse may care for his needs in hospital; the social worker may maintain liaison 
between the hospital and the patient’s family and assist in the social rehabilitation 
of the patient when needed. But these services are primarily adjuncts to the therapy 
rather than a part of it. 


It also follows from this hypothesis that psychiatry has at last gained the status 
of, and acceptance as, a major specialty within medicine, as a direct result of the 
discovery of these physiological and chemical therapies. These discoveries have 
enabled psychiatrists to become more than alienists providing custodial supervision 


for the insane. This position, or modified versions of it, has advocates among 
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Ontario’s psychiatrists, especially among general psychiatrists who are in full-time 
hospital practice. However, it is far from being universally accepted. 


The position in psychiatry has some inherent limitations. The list of physio- 
logical therapies available is less impressive than it appears, because psycho- 
surgery and insulin shock therapy have been largely abandoned. Prefrontal lobo- 
‘tomy is no longer used by the vast majority of psychiatrists except in the most 
unusual circumstances and when all other treatment methods have been tried and 
have failed. Senior psychiatrists at New York’s Bellevue Hospital, where pioneer 
work in insulin shock therapy was undertaken, report that its use has been dis- 
continued because it has not proven efficacious. Information gathered by inter- 
views and questionnaire (Mental Health Survey: Psychiatrists ) indicates the same 
development in Ontario. Thus electroconvulsive therapy and psychotropic drugs 
are left as the major instruments of specifically medical treatment for mental ill- 
nesses. There are a few psychiatrists who would not prescribe electroconvulsive 
therapy because they fear that it may do psychological damage to the personality 
of the patient, or it may produce brain damage. However, it is in very wide use 
by psychiatrists for the treatment of depression associated with psychosis or 
severe neurosis. 


Table 3.1 associates and compares the number of psychiatrists, their ages and 
locations of training with respect to the frequency with which they use insulin 
shock, surgery and individual psychotherapy for the treatment of mental illness. 
The relative infrequency of the use of insulin shock and surgery as compared with 
individual psychotherapy is obvious. 


Many psychiatrists feel that their work should not be restricted to the use 
of physical or chemical therapies, but should include, as well, the psychological 


TABLE 3.1 
Comparison of the Use of Insulin Shock and Surgery with Psychotherapy 
by Ontario Psychiatrists 
(for one-week period) 


Age Where Trained 
No. of 30 61 Ont. and/_ Treat- No. 
psychia- or or Ontario or else ment of 
trists under 31-45 46-60 over only where method patients 
Insulin 7 
4 2 Z 4 0 shock 10 
= 4 1 5 0 Surgery 12 
Indivi- 
dual 
psycho- 
116 11 78 24 3 60 47 therapy 1,461 


SourcE: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 
Based on a questionnaire survey of Ontario psychiatrists. 
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therapies that have been developed since Freud’s discovery of psychoanalysis at 
the turn of the century. Among these are psychotherapy (both individual and 
group), supportive counselling, and the supervision of milieu therapy;! psycho- 
analysis itself is excluded, because psychiatrists are not qualified in its techniques. 


Finally, the physicalist hypothesis has a philosophical implication concerning 
the being of man as well as a psychological implication which gives rise to skepti- 
cism about its claims. J. S. Mill has stated the position of philosophical materialism 
concerning the causation of mental life in man as follows: any mental event or 
activity will have an organic and a mental antecedent, each of which will contri- 
bute to the determination of the event or activity in question and in consequence be 
necessary to its production; but one or other of the organic or mental antecedents 
may function as the sufficient cause. This causal hypothesis is implicit in Leigh- 
ton’s differentiation, cited earlier,2 between psychiatric disorders in terms of their 
predominant etiological determinant. It shares with the physicalist hypothesis the 
assumption that the production of any mental activity depends on the activity of 


a physical organ. It denies, however, the truth of the conjunction that forms the 


antecedent of the physicalist hypothesis by denying that organic causes are the 
only sufficient causes of specific psychological phenomena, such as perceiving, 


_ thinking, feeling, whether healthy or unhealthy. It postulates, instead, the psycho- 


genesis of at least some of these phenomena. 


Correspondingly, the physicalist hypothesis implies not only that human inter- 
actions are ancillary to psychiatric therapy but, more generally, that they are of 
Secondary importance in the determination of personality formation and function- 


_ing. On the other hand, many psychiatrists believe that human interactions (espe- 
Cially parent-child relationships) play a crucial determining role in conjunction 
_with psychophysiological processes in personality development. In particular, the 


nature and severity of psychoneurotic symptoms are thought to derive from just 


_ these personal interactions. If this assumption is correct, it may be that the only 
possible remedy for illnesses deriving from these causes is one that utilizes the 
instrumentality of human interactions. And, although it remains in principle pos- 


| 


sible to treat the physiological effects of the psychological experiences that cause 


_psychoneurotic symptom formation, psychiatry is still far from being able to do 


} 


_this satisfactorily. The possibility of such an achievement is sufficient to justify 


investment in research. But it does not provide a convincing argument against the 
full utilization and development of psychological therapies to reduce the suffering 


Of those who will respond to such treatment. 
| The hypothesis of the psychogenesis of certain mental illnesses which are not 
| 1This list is much simplified. Thirty-six different psychological therapies have been identifica 
_ and described. Cf. R. A. Harper, Psychoanalysis and Psychotherapy, Prentice-Hall, Engle- 
_ wood Cliffs, 1959. However, it enumerates the major categories into which the psychological 
_ work of Ontario’s psychiatrists, psychologists, social workers and physicians falls. 

2See p. 6 of this report. 
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genetically inherited, the result of injury to the brain, or psychotic, and which fall 
within the symptom patterns of psychoneurosis and character and behaviour dis- 
orders, has a number of implications that differ significantly from those of the 
physicalist hypothesis. The traditional content of the medical curriculum does not 
equip the medical practitioner per se with the specific diagnostic and therapeutic 
skills needed for the detection and treatment of psychogenetic mental illness. But 
clinical psychologists and psychiatric social workers could be equipped by their 
training, in principle at least, to diagnose and treat these disorders by means of 
psychotherapy and supportive counselling. 


The diagnostic and therapeutic contributions of clinical psychologists and 
psychiatric social workers, assuming appropriate training, are not merely auxiliary 
to psychiatry but are as important as those of the psychiatrist who is a trained 
psychotherapist. And they are of greater worth than those of the psychiatrist who 
is not a trained psychotherapist in that part of the mental health field that involves 
the use of psychological therapies to treat non-psychotic and non-organic psycho- 
logical disorders. 


Finally, although psychoanalysis and psychotherapy are medical specialties, 
with one very important qualification to be discussed later they may be validly 
developed by clinical psychologists, psychiatric social workers and others. 


From a strictly scientific point of view, psychoanalysis and psychotherapy are 
interprofessional specialties, with the proviso that the medical profession is essential 
to each. In this sense, medicine has a prior but not a unique claim to them. In the 
treatment of mental disorders a course must be chosen between overlooking 
psychological determinants in favour of organic causes, and overlooking organic 
determinants in favour of psychological causes. Physicians trained in psycho- 
dynamics are the only professionals who are equipped specifically by their training 
to chart this course. However, once a physician has established that psychological, 
rather than physiological or pharmacological, therapy is indicated, the subsequent 
diagnosis and treatment can be conducted by a suitably trained non-medical 
specialist. 


Two qualifications must be introduced at this point. First, psychiatrists and 
psychologists alike, in a variety of settings in Canada and the United States, 
testified that the clinical psychologist using his battery of tests is better able to 
detect brain damage and specify its nature than can the physician in a typical 
office consultation or by using the test devices available to him. A clinical psycho- 
logist in a large general hospital in Toronto with a busy psychiatric inpatient and 
outpatient service reported that the difficult cases with an uncertain diagnosis are 
referred to him routinely for assessment, although legally he is not permitted to 
make the diagnosis. A senior psychiatrist at the Clarke Institute commented that 
the electroencephalograph, which records the levels and patterns of electrical dis- 
charge from the brain, cannot equal the diagnostic refinement of the clinical 
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psychologist’s test instruments in locating brain damage. Our field work presented 
a great deal of evidence that in practice clinical psychologists contribute far more 
to the use of suitable techniques than one would expect, given the official 
medical view. 


Second, several psychiatrists interviewed commented that medical education 
and training are a liability rather than an asset in diagnosing and treating the vast 
majority of mental health problems, because they teach the therapist to overlook 
the psychogenetic factors in favour of a search for hypothetical organic factors. 


The members of the mental health professions who base their work on the 
psychodynamic hypothesis trace the expansion of the role of the psychiatrist 
beyond that of the alienist to the development of both the new physiological and 
pharmacological methods of treatment, and the psychological therapies that have 
grown out of psychoanalysis. 


This general position appears to be the working premise of a majority of the 
members of Ontario’s mental health professions. It is reflected, for example, in the 
emphasis placed on psychotherapy in the Brief to the Committee on the Healing 
Arts by the Ontario Psychiatric Association. Table 3.2 shows that psychotherapy 
is the preponderant form of treatment, even though electroconvulsive therapy 
(ECT) and drugs, singly or in combination, are much easier and faster to 
administer. The comparison is not unambiguous, however, and can be easily mis- 
interpreted. It must be understood that these distinct physical and psychological 
therapies are appropriate to different illnesses and that the disorders for which 
psychotherapy is appropriate are relatively much more common than the the dis- 
orders for which ECT and psychotropic drugs, in particular, are generally used. 
Nevertheless, most of Ontario’s psychiatrists evidently now base their practice on 
what has been called the psychodynamic hypothesis. This intermediate position is 
the one that the author has found most convincing. 


Faith Healing 


The third and final position has no scientific basis, nor has it any adherents among 
the members of the mental health professions. It is restricted, by and large, to 
individuals and groups who without adequate training or, in some cases, without 
any training preparation, undertake to render quasi-physiological and quasi- 
psychotherapeutic “cures” for the symptoms of psychiatric disorders. These 
persons — faith healers, naturopaths and psychiatric quacks — act on a belief in 
the dominance of psychic over all other types of casuality. They tend, in con- 
Sequence, to discount or even repudiate the contribution of medicine to the 
diagnosis of illnesses, including mental illness. These individuals and groups work 
without an adequate relation to a qualified medical practitioner and without an 
adequate understanding of the nature and effect of their own “therapeutic” 
interventions, to the detriment of their client’s purse and with the risk of a serious 
aggravation of his health problems. 
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Undesired Effects of Theoretical Conflicts 


These axiomatic differences cut across professional boundaries and generate 
not only useful competition, advantageous to scientific research and therapeutic 
service, but also unfortunately, counterproductive conflicts. We were surprised to 
discover adherents of the physiological school of thought (psychiatrists and 
psychologists) confusing the work of their colleagues of the psychodynamic 
school with the quackery and magic of faith healers. For example, psycho- 
analysis is viewed by them as “rot”, “a first-class form of modern quackery” 
and as having “filled the same vacuum in mental disorders as the witchdoctors 
in Africa did for physical ailments”. This attitude is not reciprocated by 
psychoanalysts or psychodynamically oriented psychiatrists, psychologists and 
social workers. Their position is not that organic determinants are irrelevant to 
mental illness or that drug and physiological therapies are inappropriate per se, 
but that physiological and drug therapies are indicated for illnesses in which 
organic determinants predominate, and that psychotherapy or psychoanalysis is 
indicated for illnesses in which psychological determinants predominate. 


The existence of this conflict, particularly in psychiatry and psychology, is not 
in the best interests of the development of the varied mental health resources 
needed to serve Ontario’s population.? The traditional dominance of the physio- 
logical, narrowly medical approach has delayed the introduction of psychodynamic 
theory and supervised psychotherapeutic practice into the psychiatry curriculum 
of Ontario’s medical schools. Numerous psychiatrists interviewed who had trained 
in Ontario prior to the quite recent introduction of supervised psychotherapy found 
that their formal training had scarcely prepared them at all for the demands of 
their practice, which consisted largely of treating psychoneurotic patients by means 
of psychotherapy. As Tables 3.3 and 3.4 indicate, there is widespread dissatis- 
faction with the adequacy of training in Ontario in psychotherapy. 


The notable point is the variation in the rating of training in general psychia- 
try as compared to psychotherapy in Ontario’s schools of psychiatry. Eighty-three 
psychiatrists, or 56 per cent of the respondents, rated training in general psychia- 
try good; only 16 per cent of the respondents rated training in psychotherapy 
good, 45 per cent rated it fair, and 30 per cent rated it poor. Eleven respondents 
in the sample under thirty years of age, who may be assumed to have benefited 
from recent improvements in the psychodynamic and psychotherapeutic content 
of the curriculum, still find psychotherapy lagging behind general psychiatry 
in quality. 


This fiaw in training has accounted in part for the loss of promising young 
psychiatrists to the United States, as recent research has confirmed. W. E. Powles 


’For a full discussion of the theoretical issues involved in the development of psychiatric 
curricula, see A. Lewis, “Empirical or Rational? The Nature and Basis of Psychiatry”, The 
Lancet, July 1967. See also R. A. Cleghorn, “Two Cultures in Psychiatry”, The Canadian 
Medical Association Journal, July 1965. 
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TABLE 3.3 
Evaluation of Training in General Psychiatry in Ontario by Ontario Psychiatrists 


Bee Ye i ne ee Ne 
Rating of general psychiatry training 


Age of : = 
psychiatrist Excellent Good Fair Poor No opinion 
peas Geeencn © eet) eee et OP ee ee ee 
30 or under 1 6 Zz 2 0 
31-45 ) Sy 23 8 4 
46-60 8 i 2) 1 2 
61 or over 1 3 Z 1 1 
Total! 13 83 a2 12 ff 


1These horizontal totals equal 147 and 145 respectively, because in a few questionnaires this 
section was left blank. 


Source: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 
Based on a questionnaire survey of Ontario psychiatrists. 


TABLE 3.4 
Evaluation of Training in Psychotherapy in Ontario by Ontario Psychiatrists 


Rating of psychotherapy training of psychiatrists 


Age of ce 
psychiatrist Excellent Good Fair Poor No opinion 
30 or under 0 1 8 Z 0 
31-45 1 14 41 34 4 
46 - 60 Zz 8 12 6 4 
61 or over 0 1 4 2 1 
Total! 3 24 65 44 9 


1These horizontal totals equal 147 and 145 respectively, bacause in a few questionnaires this 
section was left blank. 


SourcE: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 
Based on a questionnaire survey of Ontario psychiatrists. 


has shown that physicians seeking specialty training in psychiatry have gone to 
the United States for training because they cannot get training in Canada in areas 
such as child psychiatry and psychodynamics, including psychoanalysis and 
psychotherapy. He sent questionnaires to 542 psychiatrists in the United 
States believed to be from Canada. Three hundred and eighty-seven were 
returned. Of these, 293 were from Canadians, 237 of whom had received most of 
their postgraduate training in the United States. Almost 50 per cent of them were 
under forty-three years of age. Powles estimates that there are 293 to 760 ex-Cana- 
dians practising in the States who received their medical training in Canada (but 
not for the most part their psychiatric training). This number represents from 
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one quarter to two-thirds of the membership of the Canadian Psychiatric Asso- 
ciation.* Given the severity of Ontario’s manpower difficulties, this loss of young 
highly qualified practitioners is most serious. 


There is another crucially important feature of the difference between the 
exclusively physiological and the psychodynamic approach to mental illness. As 
one leading Canadian psychiatrist put it, “The first patient the medical student 
sees is a cadaver in the anatomy lab.” Medicine necessarily is strongly, although 
by no means exclusively, physiologically oriented. The product of training, how- 
ever, may prevent the non-psychiatric physician from contributing effectively to 
the identification and treatment of mental health problems in his patients. 


R. G. Stennett has commented recently on this problem in connection with 
the treatment of school children who are not progressing at school because of 
emotional handicaps.® Such a child may be taken to the family physician and 
found to be in sound physical health. The attitude of the physician is quite appro- 
priate, in that his function is to assess the child’s physical health. But because of 
the generalized authority assigned to physicians concerning health matters of all 
kinds, parents can easily assume, with or without any such suggestion from the 
physician, that the psychological problem will resolve itself automatically and 
need not be treated at all. Evidence suggests that this implicit hope for sponta- 
neous restoration is not very realistic in most cases. The public attitude that 
assigns to the physician, per se, the role of a final authority in all health matters 
acts as a deterrent on recourse to other medical and non-medical sources of help. 
The infallibility of the physician may be a useful myth, because it can act as a 
defence against painful anxiety and maintain confidence in the face of risk. But 
it also has disadvantages such as those pointed out by Stennett. These are multi- 
plied whenever the physician himself is tempted to incorporate his mythical 
social identity into his practice. 


Finally, from the vantage point of this analysis, one can expand on a critical 
comment on Ontario’s psychiatric services made by McKerracher.* McKerracher 
says that Ontario has the oldest and most firmly established traditions in psychia- 
try. This he sees as both an advantage and a disadvantage: an advantage in terms 
of the magnitude and quality of existing services; but a disadvantage because the 
inertia of this tradition acts as a deterrent against experimentation and acceptance 
of improvements generated by experimentation elsewhere. This inertia is not a 
formless force. It is composed of a rather rigid adherence to a narrow medical, 


4Address to the Ontario Psychiatric Association, W. E. Powles, M.D., Toronto, February 


1, 1969. : 


_ 6From the Globe and Mail, Toronto, February 8, 1968. Report on an article by Dr. R. G. 


Stennett (University of Western Ontario, also Research Director for the London, Ontario 
Board of Education) published in a “recent” issue of Canada’s Mental Health. 


_ 6D. G. McKerracher, Trends in Psychiatric Care, Queen’s Printer, Ottawa, 1964, pp. 77-89. 
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custodial, management concept of psychiatry in the province’s mental hospitais, 
and it has had four effects: 


1) It has placed physicians in authority over, rather than in 
cooperation with, other mental health professionals, especially 
psychologists. 

2) It has unnecessarily restricted the contributions of other professions. 
3) These two factors have made it difficult for psychiatric services in 
the province to attract and retain first-class clinical psychologists. 

4) The three above factors combined have diminished the worth of 
the mental hospitals as training settings for psychiatrists. 


It would be misleading to suggest that this description presents an accurate 
picture of all of Ontario’s mental hospitals. But it still applies to some in varying 
degrees, and judging from the comments of the younger psychiatrists who were 
trained in the Ontario Hospitals before the recent modernization of the curriculum, 
it has been the dominant state of affairs in the past. 


Conclusions 


In summary, certain of the divergences of viewpoint and practice among and 
within the professions in the mental health field derive from axiomatic differences 
which must be understood in order to understand the harmony and conflict, 
cooperation and obstruction, that exists in the working relations of individuals 
and groups within the field. Further descriptions of the theoretical views and their 
bearing upon principles of training, licensing and regulation will be taken up in 
the detailed studies of each of the professions. There, too, we will discuss the 
social and economic forces at work, as well as legal and institutional factors. 


Chapter 4 Psychiatry 


According to the lists of the Ontario College of Physicians and Surgeons, there 
were 367 certified psychiatrists in Ontario in 1967. The Ontario Medical Asso- 
ciation, as of June 1967, listed 484 physicians on their psychiatry list. This list 
includes residents in psychiatry, specialists other than psychiatrists, and general 
practitioners who have a special interest in psychiatry. 


General Characteristics of the Practice of Psychiatry 


A questionnaire survey of Ontario’s psychiatrists was conducted using the Ontario 
Medical Association list. The following data are based on the responses of 149 


| psychiatrists. 


| Age and Sex Characteristics 


Table 4.1 shows the distribution of psychiatrists in Ontario by age and sex. 
The increase in the numbers in the age group 31-45 over the age group 46-60 
is most encouraging. But if the sample in the under 30 group reflects the true 
Situation, the encouraging trend is in the process of reversing itself. In fact, there 
are unoccupied places for residents in psychiatry in teaching hospitals. A survey 
of a premedical year at the University of Toronto showed that thirty-seven of 
130 students were seriously considering a career in psychiatry. But these students 


_ will have to run the gauntlet of the traditional clinical disciplines. In the past, 
_ the attrition rate has been high. It will be argued subsequently that improvement 
in the amount and quality of psychiatric content in the undergraduate curriculum 
_ in medicine is the best method for correcting this situation. 


TABLE 4.1 
Distribution of Psychiatrists According to Age and Sex 
Age groups 
30 or 61 or Total 
under 31-45 46-60 over number! 
No. % No. % No. % No. % 
Number of Male 11 8 88 66 a0° 22 5 4 134 
psychiatrists Female Sen PA Te S108 eR IND FN 93 13 


Total Le FSM PO SOD Bore S150 147 


1Two respondents did not fill out this portion of the questionnaire. 


| Source: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 


Based on a questionnaire survey of Ontario psychiatrists. 
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Post-certification Subspecialty Training 


Thirty-five of the psychiatrists in the sample reported having undertaken addi- 
tional training and/or study in a number of different areas subsequent to certifi- 
cation. These broke down as follows: clinical psychiatry, two; hospital psychiatry, 
seven; forensic psychiatry, three; child and adolescent psychiatry, eight; psycho- 
_ analysis, five; research techniques, two; ward administration, two; psychotherapy, 
three; community psychiatry, three. 


Hours of Practice 


Hours of practice varied considerably, ranging from part time to a Herculean work 
week in excess of sixty hours. As Table 4.2 shows, most psychiatrists work fifty 
hours or more per week. 


TABLE 4.2 
Hours of Practice, Ontario Psychiatrists 
Hours worked per week Total 
Number of 
psychiatrists 0-9 10-19 20-29 30-39 40-49 50+ 
0 3 2 u 49 75 136 


Source: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 
Based on a questionnaire survey of Ontario psychiatrists. 


The conditions of psychiatric practice for most psychiatrists are such that 
relatively little time is available for ongoing study leading to the incorporation 
of new ideas and the mastery of new skills, let alone for making contributions to 
the scientific literature on theory and therapy. Yet the highest quality services 
usually are associated only with practice conditions that provide ample oppor- 
tunities for research. At the present time, the pressure on therapeutic services of 
all kinds is so great that a conflict of priorities almost inevitably arises for psychia- 
trists with a research interest. This pressure results in additional functional com- 
petition for psychiatric skills. Awareness of the problem among psychiatrists is 
clear from the Ontario Psychiatric Association Brief to the Committee on the 
Healing Arts. Having emphasized the importance of research into emotional and — 
developmental problems in children, transformations in family structure and roles, 
delinquency, addiction and psychosis, this brief concludes “that there is a terrific 
need . . . for personnel who are not only interested in research but have had a 
suitable training in this special discipline”. 


Practice Preferences 


An attempt was made to measure the impact of the demands of the Ontario 
system of dispensing mental health services upon psychiatrists by asking them to 


what work in psychiatry they would like to be able to devote more time than the 
demands of their practice presently allowed. 


| 
| 
| 


} 
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This section of the questionnaire did not enumerate research as one of the 
possibilities; however, an open category was included with a request to specify. 
Fourteen respondents noted research as their preference. Altogether six other 
responses were made, all of which fell into the general area of service, includ- 
ing: planning mental health resources, preventive psychiatry, liaison, cross- 
cultural psychiatry, alcoholism and milieu therapy. Responses to the enumerated 
categories are presented in Table 4.3. 


TABLE 4.3 
Practice Preferences of Ontario Psychiatrists by Subspecialty 
Positive Negative No 

Nature of work responses responses responses 

No. Jo No. % No. %o 
Education and 

training 63 42.3 CW! 24.8 49 329 
Community psychiatry 40 26.8 48 32.2 61 40.9 
Family psychiatry 40 26.8 49 32.9 60 40.3 
Adolescent psychiatry 33 Pie 52 34.9 85 ny Pe 
General psychiatry 30 20.1 65 43.6 54 362 
Forensic psychiatry 24 ton 68 45.6 61 40.9 
_ Psychoanalysis iS) 10.1 67 45.0 67 45.0 
Child psychiatry Ss 10.1 68 45.6 66 44,3 
Public health 10 Ons 69 46.3 70 47.0 
Industrial psychiatry 6 4.0 73 49.0 70 47.0 
| Mental retardation 4 Za, Te 49.0 72 48.3 


_ Source: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 


Based on a questionnaire survey of Ontario psychiatrists. 


Positive responses indicate the number of respondents who would like to be 
able to devote more time to the area of psychiatry in question than the demands 
of their practice permit. Negative responses and no responses indicate the number 
of psychiatrists in the survey who are satisfied with the degree of involvement, 
which could be anything from 0 to 100 per cent of their work week, in the service 


or area of psychiatry in question. The positive responses are not additive, since 


| 


_Many respondents indicated a preference for more than one of the areas while 
Others indicated complete satisfaction with their current practice opportunities. 
| Education and training rate highest, followed by community psychiatry and family 
psychiatry. Thus, any reorganization of psychiatric services that provides oppor- 


tunities for work in these areas could be expected to be received positively by 


psychiatrists. Relatively few psychiatrists are looking for opportunities to become 


involved in psychoanalysis. This probably can be explained by the fact that 
Ontario has lost to the United States!‘ many psychiatrists who are interested in 


| “IW. E. Powles, “The Movement of Canadian Physicians to Psychiatric Practice in the United 
_ States”. An address to the Ontario Psychiatric Association, Toronto, February 1, 1969. 
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psychoanalysis and psychodynamics, as a result of the dominance of mental 
hospital psychiatry in Ontario. Child psychiatry, public health, industrial psycho- 
logy and mental retardation also rank low, but for other reasons. 


These data can be compared with data concerning areas of major interest 
among psychiatrists, presented in Table 4.4. 


TABLE 4.4 
Areas of Major Interest in Psychiatry for Ontario Psychiatrists 
Positive Negative No 
Nature of area responses responses responses 
No. To No. Jo No. % 

General psychiatry P21 81.2 i 7.4 ii 11.4 
Education and 

training 84 56.4 26 17.4 39 26.2 
Family psychiatry 82 55.0 PAS) 16.8 42 28.2 
Community psychiatry 81 54.4 28 18.8 40 26.8 
Adolescent psychiatry 13 50:3 29 195 45 30.2 
Child psychiatry 47 el BP) 36.9 47 i Ws: 
Psychoanalysis 43 28.9 102 68.5 4 pre 
Forensic psychiatry 41 21 56 Wis 32 34.9 
Public health 26 17.4 65 43.6 58 38.9 
Mental retardation 19 12.8 a3 47.7 39 39.6 
Industrial psychiatry 6 4.0 82 55.0 61 40.9 


ee ene 1 ee ee eee oe 
Source: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 
Based on a questionnaire survey of Ontario psychiatrists. 


Tables 4.3 and 4.4 are organized according to the magnitude of positive 
responses. A number of aspects of current psychiatric practice in Ontario emerge 
from a comparison of these tables. As one would expect, general psychiatry rates 
by far the highest in terms of major interest, while it rates quite low in terms of 
practice preference. The reason for this is, of course, that psychiatric services in 


Ontario offer ample opportunity for a generalized psychiatric practice combining 
hospital and some private practice. 


Because the subspecialties have developed most recently, opportunities for 
their practice are not plentiful. There is some difference of Opinion among psychia- 
trists themselves concerning the emphasis that the subspecialties should receive 
as compared to general psychiatry. Numerous psychiatrists voiced the opinion, as 
did some general practitioners and medical specialists, that what is most needed 
is more good general psychiatrists. N evertheless, the Ontario Psychiatric Associa- 
tion actively encourages the growth of Subspecialties around therapeutic techniques 
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(such as psychotherapy) and subdisciplines (such as child psychiatry) by facilita- 
ting the formation of groups of psychiatrists with special interests and expertise 
in these fields. 


It would seem reasonable, prima facie, that both general psychiatry and sub- 
specialties are needed, and that general psychiatry will benefit from the growth 
now taking place in the subspecialties through training programs strengthened 


by the expertise of the area specialist. 


Of the eighty-four psychiatrists in the sample who take an active interest in 
training and education, a substantial number — sixty-three — would like to be 
able to devote more time to training and education than the conditions of their 
practice permit. The generality of this attitude has been demonstrated in practical 
terms by educational ventures such as D. McCulloch’s program of psychiatric case 
seminars for general practitioners.2 (This program is discussed in more detail in 
Chapter 14.) Psychiatrists have shown a willingness to make a special effort in 
this area, in order to try to improve the general quality of psychiatric care being 
offered by various individuals and agencies throughout the province. 


j 


___ As was expected from field interviews, attitudes among psychiatrists are most 
sharply polarized in relation to psychoanalysis. One hundred and two psychiatrists 
indicated no interest in psychoanalysis, forty-three indicated an Lies and aly 
made no response. Since all other categories had many more “no responses” 
and fewer negative responses, a negative response here can be read as 
“positively no interest”. The other less popular areas — child psychiatry, foren- 
sic psychiatry, public health, mental retardation and industrial psychiatry — have 
each scarcely fewer “no responses” than “negative responses”. 


It is surprising that this situation should still exist in psychiatry over half a 
century after the introduction? of psychoanalysis into Ontario. It probably results 
in part from the domination of training in psychiatry by residency in the Ontario 
Hospitals. In the opinion of psychiatrists who have received this training, it pro- 
vided a grossly inadequate preparation for the diagnostic and therapeutic work 
of a diversified psychiatric private practice, which always involves large numbers 
of neurotic patients, the treatment of whom is based on a psychodynamic rather 
than a physiological-management-custodial approach. (Psychoanalysis as a body 
of scientific knowledge is usually the basis of the psychodynamic approach in 
psychiatry.) This state of affairs, which places Ontario well behind similar juris- 
dictions (Quebec in Canada, and Massachusetts, Connecticut and New York in 
the United States), justifies completing the transition to university-controlled train- 
ing in psychiatry as soon as possible. 


} 

2D. J. McCulloch, “Psychiatric Seminars for General Practitioners”, Canadian Medical Asso- 
ciation Journal, Vol. 94, 1966, pp. 235-237. 

8By Ernest Jones, who was appointed to the Department of Psychiatry at the University of 
' Toronto about 1910. 
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Although psychiatry in Ontario has not been a congenial environment for the 
development of psychoanalysis, forty-three respondents, or 29 per cent, expressed 
an interest in psychoanalysis. Only two psychiatrists in the sample were qualified 
psychoanalysts, and three others were in training to become psychoanalysts. 


The three areas that psychiatrists find least interesting are public health, mental 
_ retardation and industrial psychiatry. It must be noted, however, that community 
psychiatry is very much public health oriented, because of its strong emphasis on 
early detection, prevention and crisis management in the community rather than 
on hospitalization. 


The fact that relatively few psychiatrists are interested in public health in the 
more traditional sense does not mean that psychiatrists are not interested in the 
extension of psychiatric services into the community through community clinics, 
emergency service and public education in mental health. On the contrary, a 
Strong trend of interest has been indicated leading away from mental hospital 
psychiatry in the direction of community clinic and preventive services. Eighty- 
one psychiatrists in the sample take a major interest in community psychiatry, 
and forty of these would welcome an opportunity to devote more of their practice 
to this work. 


To a lesser extent the same applies to industrial psychiatry. This branch of 
psychiatry, which is concerned with the effects of employment conditions on the 
mental health of employees and the effects of mental illness in employees on 
employment conditions, is a logical extension of community psychiatry. 


Since retardation forms a very small fraction of the population of the psycho- 
logically disadvantaged and the mentally ill, it is not surprising that relatively few 
psychiatrists take a major interest in it. Insofar as mental retardation is a chronic 
handicap, the treatment of which requires special educational skills rather than 
medical treatment, clinical psychologists with a background in learning theory 
might be better equipped by training to treat these persons. 


In summary, the major interests of psychiatrists fall into three groups, as 
follows: most frequent interest — general psychiatry, education and _ training, 
family psychiatry, community psychiatry, adolescent psychiatry; of intermediate | 
frequency — child psychiatry, psychoanalysis, forensic psychiatry; least frequent 
interest — public health, mental retardation, industrial psychiatry. 


Frequency of Different Types of Mental Illness Treated 


What kinds of illness do Ontario’s psychiatrists see within the general framework 
of psychiatric practice, and what is the relative frequency of the various major 
types of psychiatric disorder (psychosis, psychoneurosis, character and behaviour 
disorder, others) in their practices? Both the OMSIP Diagnostic Data Analysis 


(Study 1) and the Mental Health Survey: Psychiatrists (Study 2) provided data 
concerning these questions. 
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TABLE 4.5 
Diagnosis of Psychiatric Disorders by Psychiatrists, 


Primarily in Private Practice 


a em ee et 
Percentage of all 


Psychiatric diagnosis psychiatric diagnosis 
Psychosis 1s: 
Psychoneurosis 78 
Character and behaviour disorders 7 
Other 2 
Psychological disorders with organic causes! 0 


1Only ten cases of psychological disorders with organic causes were reported out of a total 
of 5,489 for the period of the study. 
‘Source: C. Hanly, OMSIP Diagnostic Data Analysis (Study 1), 1967. Based on OMSIP 
claim cards of patients of psychiatrists, May 1—October 31, 1967. 


Table 4.5 reflects psychiatric private practice and general hospital practice 
only, since mental hospital practice and community clinic practice are based on 
contracts with the Department of Health and are not, in consequence, insurable 
by OMSIP. The following two tables based on the Mental Health Survey: Psychia- 
trists include mental hospital psychiatry. None of the tables is based on private 
practice alone, but they can be scaled as follows: Table 4.5 is predominately 
Private practice; Table 4.6 is intermediate between private practice and hospital 
practice; Table 4.7 is predominantly hospital practice. 


By comparing these tables we can make a number of generalizations which 
confirm opinions and impressions gathered in the course of our study. Private 
practice in psychiatry is involved primarily with the treatment of psychoneurotic 
disorders. The OMSIP data, from which Ontario Hospital psychiatry is excluded, 
show that 78 per cent of the patients seen by psychiatrists are psychoneurotic 
patients. By contrast Table 4.6, which reflects a greater admixture of community 
clinic and hospital practice, shows psychoneurotic patients reduced to 49 per cent, 


TABLE 4.6 
Diagnosis of Psychiatric Disorders by Psychiatrists 
in Private Practice and Hospital Practice 


Percentage of all 


| Psychiatric diagnosis psychiatric diagnosis 
Psychosis iy 
Psychoneurosis 49 
Character and behaviour disorders 27 
Other 5 
Psychological disorders with organic causes 2 


Bence: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 
Based on a questionnaire survey of Ontario psychiatrists. 
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TABLE 4.7 
Diagnosis of Psychiatric Disorders by Psychiatrists, 
Primarily in Hospital Practice 


Percentage of all 


Psychiatric diagnosis psychiatric diagnosis 
Psychosis pia 
Psychoneurosis eM 
Character and behaviour disorders 32 
Other 8 
Psychological disorders with organic causes 2 


Source: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 
Based on a questionnaire survey of Ontario psychiatrists. 


with corresponding increases in psychosis and character and behaviour disorders. 
This tendency occurs also in Table 4.7. As the amount of private practice 
reflected in the data is decreased, the percentage of psychoneurotic cases under- 
goes a further decrease to 37 per cent, with increases in psychotic cases to 21 
per cent and increases in character and behaviour disorders to 32 per cent. 


Methods of Treatment 


Treatment methods vary greatly among psychiatrists depending on the nature of 
their training, their interests and their practice setting. They may range from 
the psychiatrist who is also a psychoanalyst and works with perhaps eight patients, 
providing consultations or short-term psychotherapy to a few others, to the 
psychiatrist who supervises the care of perhaps 500 chronic hospitalized patients, 
many of whom are geriatric cases. At the one pole the psychiatrist is a highly 
trained specialist who provides a highly specialized form of treatment; at the other 
pole he is scarcely distinguishable from the traditional alienist, and the nature 
of the practice is almost entirely medical in the narrow sense. Many variations 
and combinations of treatment methods and practice settings are to be found 
between these two polarities. Psychotherapy dispensed in an outpatient clinic or 
private practice dominates the psychoanalytic end of the spectrum, and the use of 
electroconvulsive tehrapy (ECT) to relieve depression and the treatment of 
psychosis by means of drugs in an inpatient service dominates the medical end. 
Table 4.8 lists the different treatment methods and combinations of treatment 
methods, and the number of psychiatrists using them to treat different numbers of 
patients ranging from 0 up to 45. 


In three respects Table 4.8 does not perfectly reflect the data: some psychia- 
trists (very few) reported more than forty-five patients in treatment by one of 
other of the methods itemized; some psychiatrists (again very few) itemized a 
therapy (such as LSD) that was not enumerated; finally, it will be noticed that 
the figures in the last two columns when added horizontally total in some cases 
150 and in others 145. The first two sources of imperfection were caused by a 


General Characteristics of the Practice of Psychiatry S55 


ollejuQ jo Addins olleuuoTsonb e& uO poseg 


[cl 
SIT 
ccl 


601 
ccl 


LS 


LIT 
O€T 
18 

6¢I 
Sel 
Ort 
66 

vrl 
=) a 
9¢T 
OOT 
cri 


spoy}oul 

SuISN JOU 
$}SII} 

-eIyohsg 


S}SII} 


-eryoAsd [e10.L 


[ROL 


*systyeryoAsd 


‘LO6I *(Z Apmig) systzyeryohsg:AoaIng YyyeoRT [es ‘uenstiyd “A pue Ajuey “O :aONNOS 


L6 ee ee ee ee ee eS I 97 LOU pue snip ‘nor 
bos Sa mat ee € v 9 LI Adexoy} Snip pue nor 
poe eee et eee eee eee Z i 9] (Tenprarput) 
AderoyjoyoAsd pue noi 
sl I — 4 > eS ee: ¢ LZ Aderoy} Snip pue [Og 
CoC Se seat I I gue oe: I v II (dnoi3) 
AdezoyjoyoAsd pue sniq 
OIlT ¢€ ¢ (4 ¢ € Gls 3°h Seok. & ict (jenpratpur) 
Adexoyjoyodsd pue 8sniq 
cys 2 = <2 e © v6 I L 9 8 L Adesoy} nor 
80l = _— = a = — ¢ ‘A CF Adexzoy} Aelg 
808 — sit I v Z I 9 6 Eh= SCZ Aderoy} sniq 
O¢ > s a oes os = <5 1 stsoudAyy 
801 = a a oe “7 I 4 I IZ Adeisy} Ino1eyog 
cl = so oa =z sa — ¢ Azasing 
es = = eS se Se is 9€ LOa 
cI “e rs a = > 2 — 9 yooys ulpnsuy 
ce = c= a = <9 eS — v1 siskTeueooreN 
v9 Ta zs te = tia I a 4 4 (dnoi3) 3myyasuno7> 
09¢ Se eS T I “asf I€ (TenprArpur) Surjosuno|D 
ST = = an Some ime —— — € stskjeuvoyodksg 
ZOS I — I if I ¢ i, cz OI (dnoi3) Aderay}oyoAsg 
pert ¢ v € € ¢ bl LT OE OE —s(Jenprarput) Aderzomoyodsg 
eee Cb-Ih Ob-9E SE-IE OE-9Z ST-IZ OZ-9I SI-IT OI-9 S-I 


sjustjed Jo JaquinNn poyjour yUoUNvoIy 


a 


(poriod yooM-ou0 J0J) 


s\sLnEIysAsg O11vjuG jo dnoi5 & Xq Spoyjeyl FUsUvIIy, sNOLIwA JO os UT AdUONbaly 


56 Psychiatry 


storage problem on the IBM cards used to analyze the data. Encoding highly © 

unusual items was not practicable. The third source of imperfection results from 

the omission by five respondents of information concerning their residential 

training; their questionnaires were rejected by the computer when it performed 

the analysis. These defects do not impair the data for the purposes of this report, 
because their exclusion does not materially affect our interpretations. 


The most important conclusion is that the psychological content of psychiatric 
treatment greatly outweighs the strictly medical content, whether one uses the 
number of psychiatrists who use a psychological as compared to a physiological 
therapy or the number of patients as the measure. Psychological treatments include 
individual and group psychotherapy, psychoanalysis, individual and group counsel- 
ling, hypnosis, play therapy, milieu therapy, and milieu and psychotherapy; 
physiological (strictly medical treatments) include insulin shock, ECT, surgery, 
drugs, and any combinations of them; methods involving both physiological and 
psychological components are narcoanalysis, behaviour therapy, and combinations 
such as drugs and psychotherapy, or milieu and drug therapy. 


Individual psychotherapy is by far the most commonly used treatment method 
in any of the three general categories, from the point of view of the number of 
patients so treated or the number of psychiatrists using it as a treatment method. 
Of the 145 psychiatrists in the sample, 115 treat some patients at least by one-to- 
one psychotherapy, and together they treat a total of approximately 1,444 
patients. Individual psychotherapy is used almost twice as much by almost twice 
as many psychiatrists as its closest physiological treatment rival — drug therapy — 
which sixty-four psychiatrists used to treat approximately 808 patients. Highty- 
one psychiatrists in the sample were not using drugs at all, while thirty were not 
using individual psychotherapy as a treatment method. 


This finding has two implications. First, thorough theoretical and clinical 
training in psychodynamics and psychotherapy is an essential component of any 
psychiatric curriculum. Second, a uniquely psychological mode of treatment which 
does not involve the prescription of drugs or physical examinations (which are 
strictly medical procedures) is the major single form of treatment in psychiatry 
in Ontario, despite the dominance of mental hospital and general psychiatry in ~ 
the training and service traditions of the province. This conclusion has the 
further implication that in principle, psychiatrists could share a substantial part 
of their therapeutic work with non-medical psychotherapists. 


These inferences are reinforced by the further consideration, derived from 
Table 4.8, that the psychological therapies as a group were used by the psychia- 
trists in the sample to treat 3,017 patients, whereas the physiological therapies 
were used to treat 1,205 patients. In addition, mixed physiological and psycho- 
logical therapies were used to treat 1,820 patients; and, with the exception of 
behaviour therapy and narcoanalysis, most of the other therapies in principle 
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could be conducted on a partnership basis, with the psychological therapeutic 
component conducted by a non-medical psychotherapist and the medical component 
administered by a psychiatrist. 


It is difficult to delineate accurately the uses by psychiatrists of the different 
treatment methods for the diverse forms of mental illness. The quality of the 
data in the questionnaires on this subject was distinctly inferior, because it was 
difficult for some psychiatrists to categorize their work in the terms provided by 
the questionnaire. Table 4.9, which is presented subject to these qualifications, 
generates some useful generalizations. 


_ The “no response” column is ambiguous in this table, since it includes both 
respondents who were not using the treatment method in question, and respondents 
who were using the treatment method but did not specify for what conditions 
hey were using it. The enumeration of disorders includes compounded categories 
as well as univocal categories. The compounded categories indicate, not the use 
of the treatment method for patients in whom both disorders occur, but the use of 
the treatment method for both disorders. For example, the category “psychosis 
und depression” should be read as meaning that the treatment method is used for 
reating psychosis and for treating depression, which may be a symptom of 
ysychosis or psychoneurosis. The inclusion of milicu therapy in the list of 
ysychiatric treatments is somewhat arbitrary, because it is viewed by many as 
ssentially a “care” rather than a “treatment” program; it is limited to hospital 
vards and, consequently, to hospitalized patients. In many hospital wards milieu 
herapy is built into all aspects of the care environment of the ward, so that all 
yatients automatically receive it. 


Table 4.9 indicates that the prevailing tendency in psychiatry is to use psycho- 
dgical therapies (milieu therapy excepted) for the treatment of neuroses and 
haracter and behaviour disorders, and to use physiological treatment methods for 
he treatment of the psychotic disorders which are thought to be largely organically 
‘etermined. Among the physiological therapies, electroconvulsive therapy is widely 
sed for the specific symptom of depression, which may be associated with a 
eurosis as well as a psychosis. 


\ttitudes to Training and Use of Therapies 
} 


Vhat is the attitude of psychiatrists to their own professional training in relation 
) their professional practice? In particular, is medical training considered a pre- 
2quisite for the adequate performance of various crucial diagnostic and treatment 
sks? Certain treatments such as insulin shock, electroconvulsive therapy or 
irgery are so clearly medical procedures that there can be no question about 
1em. But other even more important tasks and treatment procedures, as measured 
y the frequency of their use and the range of conditions they can be used to 
eat, may be thought to be tasks that can be adequately performed without the 
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TABLE 4.9 


Use of Therapies for the Treatment of Psychiatric Disorders 


- Treatment 


method 


Individual 
psychotherapy 

Group 
psychotherapy 

Psychoanalysis 

Individual 
counselling 

Group 
counselling 

Narcoanalysis 

Insulin shock 

ECE 

Surgery 

Behaviour therapy 

Hypnosis 

Drug therapy 

Play therapy 

Milieu therapy 

Drug and individual 
psychotherapy 

Drug and group 
therapy 

ECT and drug 
therapy 

Milieu and individual 
psychotherapy 

Milieu and drug 
therapy 

Milieu, drug, ECT 


by Psychiatrists in Ontario 


Nature of disorder or symptoms 


Psycho 

and 

Character charact 

and Psychosis and 

behaviour and behavic 

Psychosis Neurosis disorder neurosis disord 
1 54 2 19 2 
i 10 8 ¥/ 2 
ve 4 me seh _ 
3 18 5 2 — 
ae 4 ¥) ae = 
— 10 1 — — 
a 4 28 = 
14 1 me = = 
we 3 au ae = 
1 13 5 — —_— 
a2 9 Love! & = 
11 3 — 21 2 
1 2 14 —— — 

1 1 4 4 Z| 
10 14 3 36 = 
2 4 = 3 = 
9 1 a 3 — 
as 5 6 4 2 
Ji 5 3 6 1 
1 Pd i = 4 = 


a I a ee 


Source: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 
Based on a questionnaire survey of Ontario psychiatrists. 
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medical training that every psychiatrist must have and, hence, can be classified, — 
from a scientific point of view, at least, as interdisciplinary services. Table 4.10 
reports the results of the questionnaire survey on this question. 


TABLE 4.10 
Opinion of Ontario Psychiatrists on the Need for Medical Training 


Medical training as a prerequisite for 
performing the service 


Nature of service Affirmative Negative No Response 
No. Jo No. % No. % 

Psychiatric diagnosis 142 95.3 yi 4.7 ve a 
Psychoanalysis ou, 24.8 100 67.1 bZ 8.1 
Milieu therapy 11 7.4 25 83.9 ro 8.7 
Behaviour therapy 1 8.1 27 See 10 6.7 
Play therapy f) 4.7 134 89.9 8 5.4 
Individual counselling 9 6.0 132 88.6 8 5.4 
Group counselling 5 3.4 136 91.2 8 5.4 
Psychotherapy 90 60.4 a, 35.6 5 3.4 
Prescribe psychotropic 

drugs 124 83.2 22 14.8 3 2.0 


Source: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 
Based on a questionnaire survey of Ontario psychiatrists. 


In order to interpret these data it is necessary to arrive at a precise definition 
of what constitutes a psychiatric diagnosis. A diagnosis leading to the establishment 
of a treatment for a pathological condition of any kind will consist theoretically 
of two basic elements: the investigation of physical determinants, and the investi- 
gation of psycho-social determinants. In some cases one set of determinants will 
obviously predominate over the other. A traffic accident victim who has suffered 
lacerations will present a set of physical problems to the physician in an emer- 
gency department. But even here psycho-social determinants cannot be overlooked, 
if the health and safety of the patient are to be considered. He may have been 
the victim of his own negligence, and his negligence may have been caused by a 
psychopathological disturbance. Repairing the damage presents a narrowly medical 
problem, but helping the individual to avoid damage of a similar kind in the 
future requires an additional diagnosis and the treatment of the motivational dis- 
turbance. This second investigation, the psychiatric diagnosis, falls into two parts. 
The first seeks to determine whether the observed psychological disturbance is 
caused by some organic condition. Such factors having been identified or ruled 
out, the second and final step consists of the examination of the psychological 
disturbance itself in order to determine its nature and possible psychological | 
cause, and the type of treatment best calculated to bring about an improvement. 


There is, therefore, some ambiguity in the concept of a psychiatric diagnosis. 
It can be clarified by differentiating between a psychiatric and a psychological 
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TABLE 4.11 
Degree of Utilization of Clinical Psychologists by Psychiatrists 

Type of Percentage of psychiatrist’s patients seen by 
utilization clinical psychologist 

O 1-10 11-20 21-30 31-40 41-50 51-60 61-70 71-80 81- 
Diagnosis | eas | 16 10 a Li a 2 4 14 
Therapy 44 33 12 19 3 4 1 — a 3 
General care 104 8 + 1 1 1 —- —- —>— — 


Source: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 
Based on a questionnaire survey of Ontario psychiatrists. 


diagnosis. A psychiatric diagnosis includes the investigation of organic factors 
as well as the investigation of psycho-social factors. A psychological diagnosis 
consists of the investigation of psychological determinants. For the purpose of 
this study the term “psychodiagnosis” will have the same meaning as “psycho- 
logical diagnosis”. The implication of this terminology is that a medical degree 
is a prerequisite for a psychiatric diagnosis, but not for a psychological diagnosis. 


At the same time it must be fully appreciated to what extent clinical psycho- 
logists may either contribute substantially to, or undertake themselves, psychiatric 
diagnoses in the sense defined above. In field interviews numerous psychiatrists 
as well as psychologists reported that the clinical psychologist’s diagnostic skills 
are especially useful when an organic determinant of a psychiatric disorder, such 
| as brain damage, is suspected. A number of psychologists working in hospitals 
claimed that patients presenting difficult diagnostic problems were sent to them 
_ routinely by psychiatrists for an opinion. This practice may well be reflected in 
_ the responses from seven psychiatrists who do not think that a medical degree is, 
from a scientific point of view, a prerequisite for performing a_ psychiatric 
diagnosis. 


A superficial examination of the responses indicates a major inconsistency 
, between responses concerning psychotherapy and those concerning psychoanalysis 


| TABLE 4.12 

| Degree of Utilization of Psychiatric Social Workers by Psychiatrists 

' Type of Percentage of psychiatrist’s patients seen by 

_ utilization clinical psychologist 

| QO 1-10 11-20 21-30 31-40 41-50 51-60 61-70 71-80 81- 
Diagnosis BOen tie Oa 0Y 5 1 et eee CT 
" Therapy poe teeio 15 4 19 3 oe ARM 7 
Meee care 70" 157) 5 12. 83 A 18° ewe 4 


' Source: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 
Based on a questionnaire survey of Ontario psychiatrists. 
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with respect to whether or not a medical training is a prerequisite for their per- — 
formance. The implications of this and certain other inconsistencies will be 
examined below. 


interprofessional Cooperation 


Tables 4.11 and 4.12 reflect the amount of diagnostic work done conjointly by 
_ psychiatrists with clinical psychologists and social workers. The psychiatrists in the 
group are limited to those who do some hospital practice, because private practi- 
tioners, as will be shown subsequently, are involved very little in interprofessional 
work. 


Table 4.11 indicates that of the subset of 115 psychiatrists from the total sample 
only twelve did not utilize clinical psychologists for the diagnosis of any patients, 
while forty-four did not utilize clinical psychologists for the treatment of any of 
their patients. In general, the utilization of psychologists by psychiatrists is heavily 
weighted towards diagnosis. When asked if they would use clinical psychologists 
more, if more were available, eighty-seven of the psychiatrists replied that they 
would, twenty-one said that they would not, and five gave no reply. 


When Table 4.12 is compared with Table 4.11, it appears that there is a 
slightly greater utilization of psychiatric social workers by psychiatrists for therapy 
and a correspondingly lesser utilization for diagnosis of patients. When asked if 
they would use psychiatric social workers more, if more were available, eighty- 
eight of the psychiatrists replied that they would, seventeen said that they would 
not, and eight gave no reply. 


A comparison of these tables with the tables for the utilization of social 
workers and psychologists by psychiatrists who have no private practice shows to 
what extent the utilization by psychiatrists of social work and psychological ser- 
vices is linked to the hospitals. Seventy-four, eighty-seven and forty-five psychia- 
trists in the group with some hospital practice reported working with social workers 


TABLE 4.13 


Attitudes of Psychiatrists to the Question: 
“Should Mental Health Services by Psychiatric Social Workers 
Be Rendered only on Referral from Physicians?” 


Yes No No reply Total 
No. % No. %o No. % 
Psychiatrists: 
hospital group 69 60.0 9 We a 4.3 115 
Psychiatrists: 
private practice 
group 69. 67,0 29. 28.2 = 4.9 103 


Source: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 
Based on a questionnaire survey of Ontario psychiatrists. 
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in the three areas of diagnosis, therapy and general care and 103, seventy-five 
and eleven reported working with clinical psychologists in the same areas. The 
corresponding figures for psychiatrists in the private practice group were twenty- 
five, twenty-nine and eleven respectively for social workers and sixty-six, sixteen 
and one respectively for psychologists. 


Despite the marked difference between hospital and private practice, many 
of the psychiatrists in the private practice group would like to be able to involve 
social workers and psychologists in their diagnostic and therapeutic work more 
than the supply of these professionals allows. Seventy-seven of the 103 psychia- 
trists in this subset said they would use psychiatric social workers more if more 
were available, nineteen said that they would not, and seven gave no reply. And 
of the seventy-two psychiatrists in the same group, forty-one said they would use 


_ clinical psychologists more, if more were available, twenty-three said that they 


would not, and eight gave no reply. 


Clearly then, many psychiatrists are prepared to work with social workers and 
psychologists. This finding is of particular interest, since one of the frequent 
criticisms of psychiatrists by their medical colleagues is that psychiatrists do not 
use the resources of clinical psychologists and social workers enough. Most 
psychiatrists, however, felt that the mental health diagnostic and therapeutic ser- 
vices of social workers and clinical psychologists should be rendered only on 
referral from a physician, thus linking their practice to medicine. Attitudes on this 


- question are tabulated in Tables 4.13 and 4.14. A substantial majority of psychia- 
_ trists consider it essential that every person treated by a psychiatric social worker 


or a clinical psychologist for a psychiatric disorder should have first been examined 


_ by a physician and referred to him for this purpose. 


_ Assessment of Training 


Some psychiatrists are reluctant to utilize psychologists for certain therapeutic 
purposes because they doubt the adequacy of their training, especially in psycho- 


TABLE 4.14 
Attitudes of Psychiatrists to the Question: 
“Should Mental Health Services by Clinical Psychologists 
Be Rendered only on Referral from Physicians?” 


Yes No No reply Total 
| No. % Notonas% No. %o 
Psychiatrists: 
clinical group 4Oneu 66.1 SS ieweeid 6 52 bbD 
Psychiatrists: 
private practice 
group IZi®VH7O8B 24)-23.3 6 ops: 103 


| Source: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 


Based on a questionnaire survey of Ontario psychiatrists. 
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TABLE 4.15 
Evaluation of Professional Training by Psychiatrists 
Excellent Good Fair Poor Unknown’ Noreply 
Training program No. % No. % No. % No. % No. % No. %&% 
Psychiatry TAO) de) 32 2155" 12 Sal 1-42 1. Oe 
Psychiatric 


_ social work Oh Bit po 44629.5...56;.37.6 ..20013.4) Wl Sel Ge Ane 
Clinical 

psychology 4.2.1, 40..26.8..51, 34.2035 0235s e135 BS ieerGore ae 
Psychotherapy 3 2.0 24 16.1 66 443 44 295 9 60 3 2.0 


Source: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 
Based on a questionnaire survey of Ontario psychiatrists. 


therapy. The rating by psychiatrists of the quality of training in Ontario of other 
mental health professions as compared with their own and, in particular, with the 
psychotherapy component in their own, is of some interest. 


Although training programs in psychiatric social work and clinical psychology 
are thought to be as good as those in psychiatry, the component of psychiatric 
training in the area of overlap with clinical psychology and psychiatric social 
work — namely, psychodynamics — is thought by most psychiatrists to be only 
fair or poor. 


Criteria for Referral of Patients 


The criteria for referral to a psychiatric social worker adopted by psychiatrists in 
the sample can be analyzed in the following groups, arranged in descending order 
of importance as measured by the frequency with which each criterion was 
mentioned in the questionnaires. 


1) Family counselling with the family as the patient unit. 

2) Social casework including taking case histories and supportive 
psychotherapy and liaison with the family of hospitalized patient. 

3) Presence of a social problem which requires the mobilization of 
community resources. 

4) Group or short-term individual therapy similar to that done by the 
psychiatrist himself (if the social worker is a qualified therapist) 
when the psychiatrist cannot keep pace with the case load. 


5) Counselling in the absence of psychiatric pathology and/or organic 
illness. 


The frequency with which these criteria were mentioned was as follows: 1) 
seventy-eight; 2) sixty-four; 3) fifty-three; 4) forty-six; 5) thirteen. The criteria 
are not perfectly interconnected, in that a psychiatrist referring to social workers 
on the basis of 5) may or may not be prepared to ask a social worker to give 


General Characteristics of the Practice of Psychiatry 65 


psychotherapy even if he were trained. The same would apply to criterion ads 

However, they form a consistent set of standards which emphasizes the societal 

orientation of the social worker’s diagnostic skills; the special knowledge of the 
_ total socio-economic context of the patient and his family; the special orientation 
of the social worker towards the family unit; and the social worker’s capacity to 
_ give group or individual psychotherapy when specially trained to do so. 


The criteria for referral to clinical psychologists reflect the difference in 
training and expertise between psychologists and social workers on the one hand, 
-and psychologists and psychiatrists on the other: 


1) Intelligence, perception and aptitude testing. 

; 2) Testing for organic impairment. 

3) Personality assessment. 

4) Psychotherapy (if the psychologist is properly trained, and if there 
are no medical complications involved in the illness or a need 
for medication). 

5) Behaviour therapy, milieu therapy, counselling. 


The frequency with which these were mentioned was 1) 135; 2) 104; 3) eighty- 
nine; 4) sixty-one; 5) four. The particular diagnostic skills of the psychologist 
appear to be his most valued asset as far as psychiatrists are concerned, including 
testing for organically determined psychological defects or disorders. The utiliza- 
tion of psychologists for therapy is subject to the limitation that the dis- 
order must be strictly psychogenetic in nature and entirely psychological in mode 
of treatment before it can be safely left to the clinical psychologist, assuming that 
he has been properly trained to do psychotherapy. The criteria and the weight 
given to them are surely above criticism and quite accurately reflect the current 
nature of the training preparation of most clinical psychologists; the exception 
is those who have been trained in some of the better American graduate schools, 
where they are able to receive advanced training in psychodynamics and psycho- 
therapy. As the field interviews showed, it is generally agreed that clinical psycho- 
logists are unequalled in the mental health professions in many areas of research 
because of the emphasis placed on experimental design and the mathematical 
analysis of data in their postgraduate programs. A leading American clinical 
psychologist suggested that the conflict between psychology and psychiatry in the 
‘United States over the spoils of private practice is rapidly being resolved as vast 
sums of federal money begin to flow into mental health research. The next con- 
flict will be over the control of these new financial resources. The United States 
‘is well ahead of Canada, however, in its resources and its conflicts. 


| Location of Psychiatrists in Ontario 


Forty-three per cent (157 of 367) of Ontario’s psychiatrists are located in Metro- 
politan Toronto. 
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This concentration of psychiatrists in Toronto makes for a serious inequality 
in the availability of basic mental health services within the province. The popu- — 
lation of Metro during the summer of 1967 was approximately 2,210,000. The 
balance of the province’s population was 4,939,000. The result is a ratio of one 
psychiatrist for every 14,076 persons in Metro. The ratio for the balance of the 
province is one to 23,518. 


Yet this way of representing the inequality is still somewhat misleading. Four 
other cities outside Toronto enjoy the services of another 106 of the province’s 
psychiatrists: Hamilton, Ottawa, Kingston and London have twenty-one, twenty- 
seven, twenty-six, and thirty-two psychiatrists respectively, with metropolitan 
populations of 458,104, 505,290, 59,917 and 211,748 respectively (as of 
summer 1967). The ratio of psychiatrists to population were as follows: Hamilton, 
1:21,814; Ottawa, 1:18,714; Kingston, 1:2,305; London, 1:6,617. The remainder 
of Ontario’s population is served by 104 psychiatrists, providing a psychiatrist: 
patient ratio of 1:35,613. Thus, Ontario’s rural population is disadvantaged 
relative to urban populations with respect to the availability of psychiatric services 
in the community. Northern Ontario generally is disadvantaged relative to 
southern Ontario. 


This inequality is readily explained. The distribution of psychiatrists is deter- 
mined by three major factors: a preference common to most highly-trained pro- 
fessionals for urban life; the location of universities with medical schools and 
teaching hospitals; the location of large mental hospitals. Toronto, Kingston, 
London and Ottawa meet all these criteria. Hamilton, until very recently, has not 
had a university medical school and teaching hospitals and, in the absence of these 
facilities, has had the worst ratio of psychiatrists to population of the metropolitan 
areas studied. In contrast London, which has a large medical school, two large 
teaching hospitals and a number of major Department of Health institutions in a 
relatively small metropolitan area, and Kingston, which enjoys a similar situation, 
have by far the best ratios of psychiatrists to immediately surrounding population. 
It is predictable that Hamilton will make rapid improvements with the establish- 
ment of a vigorous new medical school and a Department of Psychiatry at 
McMaster University. One aspect of the severe manpower shortage in psychiatry 
is gross inequality in the distribution and availability of the necessary range of 
psychiatric services throughout the province. 


Some Crucial Issues 


Implicit in these data are some issues of crucial importance to any consideration 
of training, licensing, regulation and merit of service in psychiatry. These issues 
must now be considered in detail. First among them is the specification of the 
shortage of psychiatrists which takes up the problem broached in Part One. 


Effects of Unequal Distribution of Psychiatrists 


Some of the specific manifestations of this problem and its adverse effects on the 
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The data derived from a questionnaire distributed to a sample of the province’s 

general practitioners and selected specialists (general surgeons, orthopaedic 
_ surgeons, internists, neurologists, obstetricians and gynaecologists) confirm the 
serious general shortage of psychiatrists and the unequal distribution of avail- 
able resources (see Table 4.16). Physicians were asked to rate the quality of 
psychiatric services in the vicinity of their practice. 


) services rendered will be documented in the more detailed sections that follow. 
| 
| 
| 


TABLE 4.16 

__ Rating of Local Psychiatric Services by a Sample of Physicians in Ontario 
| Very 
_ Type of Excel- Ade- Inade- _inade- Nore- Donot 
| physician lent Good quate quate quate None sponse know 
| Percentage 
im Of G.P.’s 7 22 28 30 11 Z 0 0 
_ Percentage 
of G.P.’s and 

specialists 12 24 pha’ ai 7 5 2 0 


Source: C. Hanly, Mental Health Survey: Physicians (Study 3), 1967. Based on a question- 
| naire survey of Ontario physicians. 


| A positive correlation was found between the location of the physician’s 
‘practice in a rural area and dissatisfaction with psychiatric services. This also 
explains the variation in the percentage figures when the specialists in the sample 
are included, since they, like psychiatrists and for similar reasons, are located 
largely in the cities and the hospitals where most of the psychiatrists are. The 
current dissatisfaction among other medical practitioners with psychiatric services 
is to be explained almost entirely by the serious general and local shortage of 
psychiatrists and not as an adverse judgement on the work done by psychiatrists 
‘now in practice. This interpretation was validated by a content analysis of the 
Open comments section of the same questionnaires. Among the uninvited comments 
were numerous statements to the effect that the rating of inadequate or very 
inadequate meant dissatisfaction, not with the services rendered by psychiatrists, 
but with the short supply of psychiatrists to render them. This interpretation was 
substantiated also by the frequency with which, in the open comments portion of 
the questionnaire, the physicians in the sample availed themselves of the oppor- 
tunity to register their perception of the need for more psychiatrists. Not all 
respondents used the open comments section, but when they did, “more psychia- 
trists needed” was by far the most frequent comment. An analysis of the contents 
of the open comments section is contained in Table 4.17, in which suggestions 
“for improvement in mental health services are compared with respect to the 
frequency of their occurrence. 


| 
) It is clear that, directly or indirectly, comments on the need for more out- 
! . . . e 
‘patient clinics, improved emergency services, improved special services, and more 
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TABLE 4.17 
Need for Improvement in Psychiatric Services as Perceived by a Sample of 
Ontario Physicians 


Frequency of Citation 


Nature of the need cited No. % 
More psychiatrists 157 2518 
_ More outpatient clinics 115 17.5 
More paramedical professionals 2 4.9 
Greater utilization of G.P.’s 29 4.4 
More hospital beds for psychiatric patients Die, 4.4 
Improved emergency services Pa 4.1 
More contact with psychiatrists a Ba 
Improved special services! 24 3.6 
Hospital privileges? 12 1.8 


NSS _ See eS. - eh ees eee Ot Sees Desens. ERED, Vt ee 
1Special services referred to items such as alcoholics’ clinics, treatment centres for emotionally 


disturbed children, rehabilitation centres, and the like. 


“Some general practitioners would like to be able to admit psychiatric cases to psychiatric 
wings of general hospitals and participate in their treatment. 


Source: C. Hanly, Mental Health Survey: Physicians (Study 3), 1967. Based on a ques- 
tionnaire survey of Ontario physicians. (Total number in sample, 659.) 


contact with psychiatrists imply that more psychiatrists are needed; for these 
improvements will require an increase in the numbers of psychiatrists. It must be 
pointed out that these figures are not simply additive, since two or more such 
comments could occur on one questionnaire. Nevertheless, by the interpretation 
placed on the assessment of psychiatric services in the questionnaires, a serious 
general and local shortage of psychiatrists is indicated. 


Yet another aspect of the problem is the fact that the many psychiatrists who 
are not working in the five metropolitan areas of Toronto, Hamilton, London, 
Kingston and Ottawa are working in provincial mental hospitals as employees of 
the Department of Health. Their services are not available to the communities in 
which they are located unless through hospitalization or through the outpatient 
department of the hospital. One hundred of Ontario’s psychiatrists are full-time 
employees of the Department of Health-operated mental hospitals, Fifty are 
part-time employees. All are involved in providing inpatient services; thirty-five 
provide some service to outpatient clinics in some twenty different Ontario 
hospitals. But there are currently twenty-one vacancies for psychiatrists in these 
services at present levels of service and of physician:patient ratios. More, rather 
than fewer, psychiatrists are needed in the services providing treatment for illnesses 
that require hospitalization. Thus, most of the province’s rural, small town and 
small city population has available to it only understaffed hospital-oriented services. 


This situation has a number of specific additional disadvantages. Although 
the social stigma attached to the “loony bins” operated by the Department of 
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Health may have been somewhat diminished by their improvement and moderniza- 
tion and by the general improvement in public attitudes towards mental illness, 
it is still sufficient to act as a deterrent to persons seeking needed help. Further- 
more, the mental hospitals are necessarily and properly oriented towards the 
treatment of psychosis and the more severe forms of character and behaviour 
disorders; they are not well suited to treat psychoneurotic disorders. 


The optimal treatment for severe psychoneurosis is psychoanalysis. Psycho- 
analysis is available only in Toronto and Ottawa, although there is the prospect 
of its becoming available in Hamilton and Kingston. The most desirable treat- 
_ment for psychoneurotic disorders of lesser severity, emotional and behaviour 
disturbances in children, and behaviour problems such as alcoholism is psycho- 
_ therapy. These services, while available in some of Ontario’s communities, are 

still grossly undersupplied to most of the province’s population. These treatments 

do not require a hospital setting. In fact the best setting is the privacy of the 

office of a psychiatrist, psychoanalyst or psychologist, or the semi-privacy of a 

community mental health clinic. If the mental health needs of Ontario’s population 
living outside the five urban centres are to be equitably served, more psychiatrists 
in private practice and in community mental health clinics are required. 


It does not follow, however, nor is it suggested, that Ontario’s major urban 
centres have enough psychiatrists. In order to provide front-line therapeutic 
services of the highest possible quality to patients, there must be not only therapists 
but also researchers, teachers and administrators. It is all to the good that senior 
therapists feel an obligation to teach their skills to others and to spend some 
time in research. Progress and improvement in quantity and quality of service 
demand it. Yet time so spent must be subtracted from service to persons in need 
of therapy. Furthermore, the large Ontario hospitals in these urban centres often 
serve very large surrounding rural populations for the treatment of psychiatric 
disorders requiring hospitalization. Consequently, although they are much better 
serviced than rural areas, the urban centres, with the possible exception of 
Kingston and London, do not have nearly enough psychiatrists either. 


If we can assume that approximately half of the services of Toronto’s psychia- 
trists are devoted to the care and treatment of hospitalized psychiatric patients, 
teaching, research and administration, the effective front-line diagnostic and 
treatment resources for ambulatory psychiatric disorders, which form by far the 
largest groups of mental illnesses, is no more than ninety to 100 psychiatrists. 
Thus the effective ratio of psychiatrist to population for the assessment and 
treatment of psychoneurotic disorders via clinics and private practice is not 
(1:11,450 but roughly 1:23,000. 


_ Now in Part One, the need expressed in demand for psychiatric service was 
‘somewhat arbitrarily postulated to be 10 per cent of the population. Let us 
further assume, on the basis of the studies cited above, that about 30 per cent 
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of the resulting 2,300 persons (10 per cent of our ratio) will be in need of the 
type of treatment provided by hospitals and custodial care institutions and will 
be served by the physicians employed by the Department of Health on a full 
and part-time basis. There will remain approximately 1,600 persons in need of 
the service of each psychiatrist in private practice and in community mental 
health clinics. There are two aspects to these services: diagnostic consultations, 
with a view to determining what type of treatment program would be most 
beneficial; and treatment. Neither of these services can be supplied adequately 
to the persons needing them by the number of psychiatrists now available 


in most areas. 


The nature of the disorders that we are considering here fall within the range 
of psychoneurosis and character and behaviour disorders. These are the disorders 
that respond to psychological treatment. Such treatment is time-consuming and 
involves the establishment of a therapeutic relationship between the individual 
and the therapist, usually over a period of time ranging from three months to 
two years or even more. Consequently, there are definite limits to the number of 
patients to whom a psychiatrist can offer consultations and treatment during the 
period of a year. Patient loads vary considerably, depending upon the severity 
of the problem and the intensity of the treatment in proportion to the frequency 
of the psychotherapy sessions. But if a psychiatrist were treating patients on the 
basis of one psychotherapy session per week for each patient, he could carry 
forty patients, assuming that he can devote forty hours per week to psychotherapy. 
By adding some hours in the evening and on Saturdays, he could also provide a 
few consultations to private patients referred by other physicians, or to a clinic. 
Assuming that the average duration of treatment is three months, it would follow 
that a psychiatrist could treat no more than 160 patients per year by means of 
short-term medium-intensity psychotherapy (we have not granted a vacation to 
our hypothetical psychiatrist!) and provide approximately 240 consultations. 


This projection is entirely hypothetical, but it is not unreasonable if we are 
assuming a young, energetic, well-organized psychiatrist who is able to work a 
fifty to sixty-hour week (see Table 4.2). Nevertheless, even a liberal estimate of 
consultation and treatment resources combined with a conservative estimate of 
need results in a gross disparity between available resources and need, even in an 
area such as Metro Toronto, which in comparison with other regions of the 
province is unusually well supplied with psychiatrists. 


Some of the human reality that underlies these figures is dramatically tragic 
and is the stuff of news stories, such as the recent report of the suburban 
housewife who, while on a waiting list for psychiatric attention, murdered four 
of her children. But more typical is the woman who watches her family disintegrate 
from behind her neurotic defences, the executive who uses his position to act 
out aggression against dependent employees and his own ulcerated stomach, or 
the workman who is chronically accident prone —a nuisance to himself, his 
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employers, the doctors who repair him, and the Workmen’s Compensation Board, 
which foots the bill for his injury and loss of earnings. 


Evidently by far the greatest single reason for the inadequacy of psychiatric 


services in almost all parts of Ontario is the shortage of psychiatrists. Psychiatry, 
_ like other branches of medicine, is not able to work miracles; but health benefits 


that could be available to the public, given the present state of psychiatric 
_ knowledge and therapy, are not available simply because we do not have nearly 


enough trained practitioners. 


Adequacy of Psychiatric Training in Meeting Needs 


The data concerning the prevalence of mental illness considered in Part One 
combined with the diagnostic data in this chapter (Tables 4.5, 4.6, 4.7) establish 
that there is a substantial unserved need for diagnosis and treatment of mental 
illness in Ontario; and that the greater part of this unserved need is psychoneurosis. 


_ Consequently, the paramount social need is for therapists who are qualified to 


diagnose and treat psychoneurotic disturbances and to a lesser extent the milder 
forms of character and behavioural disorders. The dominance of “Ontario Hospital 
Psychiatry” over the training of psychiatrists in the past has arrested the growth 
of training programs in psychoanalysis, psychodynamics and psychotherapy, which 


is just the training needed for the successful treatment of psychoneurosis and 


character and behaviour disorders. That psychotherapy is the treatment of 
preference for these illnesses, as far as most psychiatrists are concerned, is 


indicated by the frequency with which it is used, even by psychiatrists who were 


trained in the Ontario system prior to its reform less than ten years ago 
(Table 4.9). A further strengthening of the psychodynamic components of 


_ psychiatric training would make psychiatric training more adequate to meet mental 


| 


L 
} 


| health needs. 


A second, but not secondary, aspect of this problem is the necessity of 


- strengthening the psychodynamic and subspecialty components of psychiatric 


TABLE 4.18 
Distribution of Subspecialty Interests Among Psychiatrists 
| A major interest Not a major interest No response 
Subspecialty No. % No. % No. % 
General psychiatry 123 82.6 11 7.4 15 10.1 
Child psychiatry Sh 34.2 55 36.9 43 28.9 
Community psychiatry 82 55.0 28 18.8 39 26.2 
Family psychiatry 86 Del 25 16.8 38 pe Ves) 
Adolescent psychiatry 19 53.0 29 19.5 41 2d 
Education and training 84 56.4 26 L75 39 26.2 


| 


Source: C. Hanly and D. McGowan, Mental Health Survey: Psychiatrists (Study 2). 1967. 


Based on a questionnaire survey of Ontario psychiatrists. 
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training in order to attract and retain psychiatrists. In the past, physiologically — 
oriented hospital and general psychiatry has been dominant. The force behind 
this tradition has been the long-standing social demand for facilities, at first for 
custodial care and more recently for the care and treatment of severely impaired 
or dangerous persons suffering from psychosis or character and behaviour disorders. 


Since the Second World War there has been an acceleration of demand for 
psychiatrists who can treat milder forms of mental illness, such as emotional 
disturbances in children, problems of maturation in adolescents and young adults, 
marital problems — a wide range of developmental problems and neurotic illnesses. 
New subspecialties are now being developed to serve these needs. Table 4.18 
charts the current distribution of interest in general psychiatry as compared 
with subspecialties. 


Education and training is not a subspecialty, but it is a specialized service; 
like any other it requires aptitude and interest, and improves with experience. 
It is included in the table for purposes of comparison. The great majority of 
psychiatrists see themselves as first and foremost interested in general psychiatry. 
But many also concentrate a major interest in one of the subspecialties. Among 
these family psychiatry has a slight lead on community and adolescent psychiatry. 
The development of these subspecialties is important because they involve two 
things: 1) the perfection of specialized skills for treating developmental problems 
and the problems of the basic social unit, the family; 2) the prevention of more 
serious adult illnesses through detection and treatment at an early stage. 


A process closely related to the development of new specialties is the growth 
of specialists in the utilization of certain specific therapeutic techniques such as 
psychotherapy. These new therapeutic and specialty groupings are represented 
within the Ontario Psychiatric Association by means of special divisions, such as 
the Psychotherapy Division. 


Any steps that will strengthen these developments should be taken, for at 
issue is the province’s capacity to attract and retain some of its most promising 
graduates, as Powles’ study has shown.‘ And the solution of the manpower problem 
is the key to removing inadequacies in current services. 


The failure of Ontario’s rural communities to compete successfully with urban 
communities for psychiatrists has already been detailed. But Ontario as a whole 
is a participant in national and international competition for psychiatrists. An 
effort was made to determine the extent of Ontario’s losses to, and gains from, 
other provinces but no records were found from which meaningful figures could 
be derived. Ontario has recently managed a coup by attracting Dr. Epstein and 
some of his associates from Quebec to the Department of Psychiatry in the new 
medical school in McMaster University. The province has the advantage of being 


4W. E. Powles, op. cit. 
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the wealthiest in the competition for psychiatrists trained at the expense of other 


- provinces, and is in the best position to retain its own graduates. Additionally, it 


appears from the McKerracher Report that, with the exception of a metropolitan 
area like Montreal, Ontario has one of the oldest and most developed, although 


_ perhaps not the most advanced, psychiatric services in Canada.° Moreover, the 
province is able to attract psychiatrists from the United Kingdom. Among the 


respondents to the questionnaire to psychiatrists, there were more who had 
received their medical education in the United Kingdom than from any single 
Ontario university with the sole exception of the University of Toronto, 


TABLE 4.19 
Medical Schools Attended by Ontario Psychiatrists 
_ Medical school No. of graduates 
No. % 

University of Toronto 62 41.3 

University of Western Ontario 18 12.0 

Queen’s University 15 10.0 

Ottawa University 1 OF 
Other Canadian universities 10 6.7 
British universities 24 16.0 
European universities 15 10.0 
American universities 0 0 
Other universities 2 1.3 
No response | 2.0 
Total 150 100.0 


Source: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 
Based on a questionnaire survey of Ontario psychiatrists. 


__ Furthermore, rural mental hospitals such as the one located at Goderich and 
outlying general hospitals such as Sudbury General, which have been generally 
unsuccessful in attracting Ontario-trained psychiatrists, have had some success in 
attracting British psychiatrists. Unfortunately, they have had more success in 
attracting than in retaining them after the initial contract has expired; for once 
the British psychiatrist has received his Ontario licence, intraprovincial competition 
takes over to the detriment of rural and outlying municipalities. 


_ Our balance of trade in psychiatrists with the United States, however, is quite 
another matter. In this respect psychiatry is subject to the same forces that 
operate in other fields, such as psychology and science generally. Many of 


vanada’s most brilliant graduates who are in a position to compete with American 
zraduates for places in the best postgraduate schools in the States elect to take 


‘D. G. McKerracher, Trends in Psychiatric Care, Queen’s Printer, Ottawa, 1964, p. 89. 
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their training there. At this time they often form important professional associa- 
tions and are offered attractive opportunities for well-remunerated work, both of 
which they are reluctant to give up in order to return to Ontario to work. 


Consequently, there is a brain drain to the U.S. in young physicians who 
have elected to become psychiatrists. An American study of a dozen states 
which have highly developed psychiatric services has shown that Canadians form 
the largest single group of foreigners in psychiatric practice in these states. 
Undoubtedly one very important factor in this situation has been the superiority 
of training programs in psychiatry in the major American centres as compared 
with Ontario, where improvements have been slow and late. There is an obvious 
way to correct this situation: by providing more rapid improvements in Canadian 
postgraduate training programs in psychiatry. 


A relatively large number of graduates of European medical schools also 
appear (about 10 per cent), indicating that Ontario has benefited from the 
political, social and economic difficulties which Europe has suffered in this 
century. With the renewal and resurgence of all aspects of European life, it is 
unlikely that we will be able to rely in the future on this supply, and Ontario’s 
training facilities will have to fill the vacuum that will be left. 


If this analysis is sound, then a temporary shift in functional priorities from 
service to teaching could result in a more rapid increase than expected in the 
number of psychiatrists available for front-line therapeutic service. This increase 
would result from an improvement in our competitive position vis-a-vis the 
United States for the services of our own gifted young physicians who have 
chosen psychiatry as a career. But clearly of equal importance are opportunities 
for private practice and rewarding work in hospital practice. Anything that can 
be done to make work more professionally rewarding in our general and mental 
hospitals also is highly desirable. 


The responsibility for training psychiatrists lies with the Departments of 
Psychiatry in Ontario’s five university medical schools (Ottawa, Western, Queen’s, 
Toronto and McMaster) and the teaching hospitals in which psychiatric candidates 
take their residency. Steps have already been taken to improve the training of 
psychiatrists in three ways: 1) by increasing the number of years of training » 
required from two to four; 2) by increasing the psychodynamic theoretical and 
practical content with the inclusion of supervised psychotherapy control cases; 
3) by requiring that at least two of the four years be spent under the immediate 
direction of a medical school. 


The theoretical and pedagogical basis of all of the province’s Departments of 
Psychiatry is eclecticism. In a discipline that must encompass an understanding of 
phenomena as diverse as the physiology of the nervous system and the cathartic 
effects of classical tragedy, eclecticism is inevitable and necessary. However, 


Some Crucial Issues 75 


eclecticism is a programming strategy and not itself a valid theoretical orientation. 
_ Further, in itself, eclecticism does not provide for a valid ordering of priorities 
among various distinct bodies of knowledge and treatment procedures. In the 
_ past, the electicism of Ontario’s Departments of Psychiatry, in contrast with 
~ McGill, Harvard, Columbia, Yale and other top American schools, has fallen 
_ Short of benefiting fully from psychoanalysis and psychotherapy. 


The University of Western Ontario graduate training program in psychiatry 
is oriented largely around hospital work, which, of course, includes outpatient 
clinic experience; but supervised psychotherapy control cases are not mentioned 
_ specifically in the syllabus. 
| Year one is spent in one of the mental hospital services at the Ontario 
Hospital in London or St. Thomas. Years two and three involve four six-month 
Totations through the psychiatric services at Victoria Hospital, Westminster 
Hospital, St. Joseph’s Hospital and Children’s Psychiatric Research Institute. Year 
four is left unassigned but may include a return to one of the general hospital 
wards as resident to gain experience not included in the standard rotation, such 
_as the treatment of alcoholics. 


In contrast, the McMaster program involves, along with the complete range 
| of hospital experience, comprehensive training in psychodynamic psychiatry directly 
planned and organized by the Department of Psychiatry. It is described in the 
syllabus as follows: 


The training candidate receives regularly scheduled, intensive, weekly super- 

vision in the techniques of psychotherapy. This includes separate super- 
vision for each of three areas of therapy technique: individual, group, and 
family. In addition, all residents may obtain supervision in play therapy 
| with children at some time during their four year program. There are 
separate sessions for each of these types of therapy with different super- 
visors. Both the supervisors and the cases used in this aspect of the train- 
ing program are drawn from the central resources of the McMaster 
Department of Psychiatry. This means that the patients used for the 
supervision can come from any of the clinical sources via a central registry 
and that the resident consequently has available to him a number of 
patients from whom appropriate ones can be chosen. It also means that the 
resident is exposed to techniques, views, and personalities from a wider 
clinical base. This part of the program is conducted separately from the 
“clinical” part in order to make optimal use of the supervisory resources. 
| A number of techniques are utilized in the supervision sessions. The Depart- 
ment is amply equipped with stereophonic tape recorders, closed circuit 
| television and video tape equipment, and one-way screens, The techniques 
| of instruction are being studied and up-dated constantly. There are mani- 
_ fold reasons underlying the elaborate formal organization in this area. We 
| wish to avoid having the “intuitive” and “artistic” aspects of psychotherapy 
procedures become the precursors of imprecision and casual conceptualiza- 
tion. The basically interpersonal nature of the instruction ought not to pro- 

mote anecdotal or impressionistic case descriptions. Since this type of 

supervision is the truly unique element of a good psychiatry training pro- 
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gram, it should never take second place in a resident’s scheme due to 
service demands. The supervisional program resembles its clinical counter- 
part in that the intensity of supervision decreases with the experience of 
a resident. An exception to this would be in the case of a resident opting for 
extra exposure in a chosen field of specialization. 


An example of the above system is the group therapy supervision program, 
in which there are 4 elements: 


(a) didactic sessions 

(b) sensitivity-experience group 
(c) group therapy and supervision 
(d) colloquia 


The didactic sessions, designed to familiarize and orient the candidates to 
the concepts and literature in the field, cover experimental-theoretical con- 
siderations, transactional theory and psychoanalytic theory in order. They 
interdigitate with the 12-session residents’ group, conducted by one of our 
staff, which in turn is replaced by therapy and supervision. These latter 
take place after the initiate has some of the tools necessary to make use of 
them. In succeeding years the group supervision takes place without the 
proceeding elements, and becomes less intense. The colloquia are quarterly 
meetings of all supervisors and residents in a supervisional section to share 
and discuss theoretical, clinical, and methodological matters that grow out 
of their activities. All these activities are phased so as to consume a fairly 
constant amount of time from the resident’s schedule through the year. 


The Department of Psychiatry of McMaster is a significant development. All 
members of the mental health professions who are aware of the plans of the 
department seem enthusiastic and optimistic about them. The program will add 
to the number of psychiatrists trained and, even more important, it is likely to 
improve the quality of training. 


Contrary to what one might expect, improvements in the quality and standards 
of psychiatric training will increase the attractiveness of psychiatry to medical 
students. One of the reasons that medical students of high calibre who have been 
interested in psychiatry have opted for some other specialty has been their 
impression that the practice of psychiatry is not based on a coherent, well- 
established body of knowledge accompanied by specific acquirable technical skills 
and therapeutic procedures. The prospect of a career devoted to the custodial 
management of chronic mental patients in Ontario Hospitals does not enhance their 
enthusiasm. For this reason alone, it is essential that the university departments — 
should be given every assistance to improve the quality of instruction and should 
retain supervision of all postgraduate training, including the hospital residency. 


In the past the Ontario Hospitals have succumbed to the temptation to use 
their psychiatric residents to provide service, rather than provide them with well- 
designed and supervised learning and training experiences. This practice has 
been and, insofar as it still exists, remains detrimental to the development of 
psychiatry in Ontario. It can be effectively discouraged by giving the university 
departments complete authority over all aspects of the training of psychiatrists 
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including their residency in hospital settings. A simple method for achieving this 
would be to have the Royal College of Physicians and Surgeons require that 
candidates for certification examinations hold a Diploma in Psychiatry from an 
accredited medical school. This procedure could have the additional advantage 
of establishing a uniform national standard, assuming that Canada’s Medical 
Schools could agree upon common standards for the Diploma in Psychiatry. 


At present the regulations of the Royal College require two years of approved 


_ resident training, during which the trainee participates in the organized training 


| 


! 


program of a University Department of Psychiatry. In addition to the two years 
of residency directly under university supervision, there is the requirement of two 
years’ training that is not specifically subject to university control. 


These additional years may involve: 


i) One or more years of resident training in Psychiatry in an approved 
mental hospital. 

li) One or more years of further approved training as outlined under 
section 2(a), providing such training includes the necessary minimum 
experience in the treatment of psychotic patients. 

iii) One year of approved resident training in internal Medicine. 

iv) One year in the full-time study of related basic science such as Neuro- 
anatomy, Neurophysiology, Psychology or Sociology in a Department 
approved by the College. 

v) Six months of approved full-time study of a related basic science 
and six months of approved resident training in Internal Medicine, 
Pediatrics or other branch of medical practice related to Psychiatry. 

vi) One year in an approved course of study and training at a hospital 
or university centre in Canada or abroad. 

vii) One year in a psychiatric specialty such as Child Psychiatry, Com- 
munity Psychiatry or Research.? 


The university departments have made strong and constructive responses to 


_ their involvement. The University of Toronto has conducted a two-year post- 
_ graduate course in psychiatry leading to a Diploma in Psychiatry, which has now 
been extended to three years. Under the new program the university department 


will have a better opportunity to influence significantly the quality and direction 


of psychiatric education and training. 


The Royal College approves certain hospitals for advanced graduate training. 


Prior to the recent development of psychiatric units in general hospitals, the major 


hospital training centres were located in Ontario Hospitals. The regulations of 


the Royal College explicitly favour these settings. The preamble to the statement 


of training requirements contains the provision that “these two years of training 


' 6Regulations and Requirements of Graduate Training Relating to the Examinations of the 


i 
) 
. 
} 


Royal College of Physicians and Surgeons of Canada: Medicine and Medical Specialties, 
1966, section 2(a), p. 32. 


 Ibid., section 2(b), p. 33. 
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(post-university training) must include at least six months and preferably one — 


year in a hospital providing an opportunity for the study of the comprehensive 
care of psychotic patients for a sufficiently long period to permit the resident to 
observe the natural course of the illness and its treatment’’.® Since in the past and 
even to the present, the mental hospitals have been the major centres for the 
treatment of psychotic patients (the general hospitals prefer not to undertake the 
treatment of psychotic patients, who require long-term treatment and custodial 
care), the effect of the regulation is to make an Ontario Hospital residency of 
not less than six months practically mandatory. No one objected to this provision 
in principle, but numerous objections to it in practice were made during field 


interviews. They are essentially as follows. 


1) 


2) 


3) 


4) 


The Ontario Hospitals, because of their manpower shortage, exploit 
the residency. The resident too often finds himself administering 
drugs and providing general practice medical services to a large 
patient population, with the result that the observation and the 
study of the “natural course” and “treatment” of psychotic disorders 
are out of the question. 


Even if the resident has received a comprehensive and solid training 
in the treatment of psychotic illnesses, he finds that, unless he 
chooses to make a career of Ontario Hospital practice, these illnesses 
and the techniques for treating them represent only a marginal 
component of his psychiatric work. He discovers that he is relatively 
unprepared for treating neurotic disorders, problems of arrested 
maturation, motivational and behaviour problems. 


The mental hospital residency, and now the general hospital in- 
patient residency, has tended to be associated with preparation in 
general psychiatry. But the treatment of psychosis is itself a specialty, 
like child psychiatry and community psychiatry. The emphasis 
placed on mental hospital service in psychiatric training produces 
psychiatrists who are certified and licensed for private practice in 
any of the different psychiatric specialties without being adequately 
trained in them. 


Because of the almost exclusive emphasis placed on chemotherapy, 
ECT, environmental manipulation, and custodial management in 
the mental hospitals and inpatient services of general hospitals, 
there has been a serious impoverishment of the psychodynamic 
aspects of psychiatry. The use of supervised control cases for 
teaching psychotherapy became widely adopted in Ontario as 
recently as seven years ago. This practice has been routine in the 


8Ibid., p. 32. 


5) 


6) 
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better American schools for many years. There is also not sufficient 
opportunity for intensive subspecialty training, for example, in 
child psychiatry or community psychiatry. 


Although internal medicine, paediatrics, psychology and sociology 
are mentioned as legitimate specialist studies for psychiatric residents 
in the Royal College training requirements, psychoanalysis is not 
mentioned. Compared with the training provided to psychiatrists 
at a prominent U.S. medical school such as Columbia University, 
the omission is striking. In addition to receiving a thorough training 
in the theory and practice of psychodynamics, every resident in 
psychiatry was voluntarily undertaking personal psychoanalysis or 
training analysis. Over 30 per cent of the residents in psychiatry 
at the Bellevue Hospital in New York were doing the same, although 
psychoanalysis has not been as influential in the Medical School of 
New York University and although the Bellevue Hospital is to the 
Columbia Presbyterian Hospital what the Ontario Hospital at St. 
Thomas is to the Clarke Institute. 


It has been stated already that training in psychodynamics and 
psychotherapy has been introduced quite recently in Ontario training 
programs. Essential to this training is the supervision of control 
cases by means of which candidates are trained in psychotherapeutic 
skills. This supervision by a senior psychiatrist provides a natural 
and important mechanism for identifying any psychopathology in 
the candidate that might interfere with his therapeutic capacity. 
According to teachers interviewed, minor disturbances of percep- 
tivity and reactions in psychotherapy can be corrected through 
the supervision of control cases. Candidates with more serious 
problems are advised to seek psychotherapy privately. Although 
this type of procedure is of first importance for the selection and 
training of psychiatrists, it is by-passed by the regulations of the 
Royal College. 
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Four recommendations for change were presented by psychiatrists who voiced 
these criticisms of current training and examining procedures. 


1) 


2) 


3) 


The new approach to training in psychiatry adopted by Depart- 
ments of Psychiatry in the medical schools will bring about the 
necessary corrections. Therefore, the most important single reform 
would be the extension of control by the university departments over 
all aspects of training, including the residency in teaching hospitals. 


The psychodynamic and psychotherapeutic content of the cur- 
riculum should be further improved and enriched. 


The U.K. and the U.S. have adopted the policy of establishing 
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subspecialty boards in different areas such as child psychiatry and 
community psychiatry. Only those who have selected appropriate 
residential options of the type enumerated in section 2(b) of the 
Royal College training requirements (see p. 77) and have been 
related courses of study would be eligible to take the board 
examinations and become qualified as a specialist in the field. For 
example, only a certified child psychiatrist could practise child 
psychiatry. This policy was recommended for adoption in Ontario 
and in Canada. 


4) In the final analysis one of the best guarantees of excellence in a 
profession is the training available to it. It is the only guarantee 
of the more intangible qualities of excellence beyond competence. 
It is also very likely that as psychiatric service and training improve 
in quality, the profession will derive the additional benefit of 
attracting to it more capable and intelligent medical graduates. 
From the point of view of the public as well as the profession, 
this is sufficient reason for supporting any changes that will bring 
such improvements. 


Adequacy of Licensure in Meeting Needs 


As stated earlier, a major cause of inadequacy in mental health resources is the 
lack of sufficient numbers of psychiatrists (Table 4.16). It is against the back- 
ground of the manpower problem in psychiatry that licensure should be discussed; 
for it is in part because of the shortage of needed professional services that a 
public interest in the question arises. In the absence of this shortage the problem 
would be essentially an intraprofessional one, involving physicians from different 
training backgrounds. The only major issue (assuming that licensing and regula- 
tion are serving their basic purpose of guarding against the quack, the charlatan 
and the malpractising physician) would be the question of intrajurisdictional 
equity. There is a prima facie case against denying a licence to a physician with 
an equally good or better training background and possessing a licence from 
another jurisdiction, and a prima facie case, given the basic social purpose of 
licensing, for some form of screening process and a probationary period. But the 
power of licensure is also a socio-economic instrument by which a profession is 
able to monopolize a service, with or without scientific and technological justifica- _ 
tion, and to use it to control the amount of Service available with a view to 
maintaining artificially high levels of demand for service and correspondingly high 
financial rewards for dispensing it. It is this fact, combined with the acute 
Shortage of services, that has generated and that justifies public interest in the 
question of licensure in psychiatry. 


Licensure in psychiatry is governed by the same general principles that pertain 
to all medical specialties. The licence is issued by a provincial body, the College 
of Physicians and Surgeons of Ontario. The issuance of a licence by the College 
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of Physicians and Surgeons is conditional upon, but not guaranteed by, the 
acquisition of a certificate which is granted by the Royal College of Physicians 
and Surgeons of Canada. The Royal College is a national body which conducts 


Fellowship and Certification examinations in a number of medical and surgical 


specialties. The acquisition of a Canadian certificate in psychiatry (or in any 


other specialty) does not guarantee that the certificate holder will be licensed 


to practise his specialty in Ontario. 


Reciprocity of licensure can take two forms: interprovincial (national) or 


_ interjurisdictional (international). Although some other provinces have reciprocity 


_ of licensure, Ontario does not have such reciprocity with any other province. It is 


possible that a physician trained in psychiatry in another province and certified 
by the Royal College as a specialist in psychiatry might be refused an Ontario 


Specialist licence. Such a physician would be able to practise medicine in the 


province, but he would not be entitled to represent himself as a specialist to his 
patients, to charge specialist’s fees, or to have services insured by OMSIP under 


_ the specialists’ schedule. The College of Physicians and Surgeons of Ontario has 


adopted this policy on the grounds that training in some other provinces is 
inferior to training in Ontario, and that the examinations of the Royal College 
are not sufficiently stringent to weed out unprepared candidates. 


The policy produces some anomalies when it is considered in the context of 


_ psychiatric training and service in Ontario. Training in psychiatry in Ontario has 


been reformed only quite recently. Nevertheless, this study did not uncover any 
cases of Ontario-trained psychiatrists who have been denied licences to practise 
on the grounds that they did not receive an adequate training in Ontario. Further, 


_there are physicians practising in Ontario Hospitals who have failed the certificate 


examinations of the Royal College. The question naturally arises as to whether 
they are as well prepared for psychiatric practice as psychiatrists trained in other 


provinces who have passed the Royal College examinations, and whose services 
Ontario might attract if our licensing policies did not discourage them from 
coming here. 


Neither is there international reciprocity of licensure between Ontario and 


any non-Canadian jurisdiction. A medical graduate from Ontario may train at an 
American school of psychiatry approved by the Royal College and then take the 
Royal College examination, be certified, and apply for an Ontario licence. 


However, if he were trained in the same way and in the same schools, had 
taken the American Board examinations, and was certified to practise psychiatry 
‘in the U.S., he would also have to take the Royal College examinations in order 
‘to obtain a Canadian certificate before he would be eligible to practise his 
Specialty in Ontario. The same applies to American physicians and to Canadian 
physicians who have received their postgraduate training in the U.K., and to 
entirely British-trained psychiatrists. 
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In comparison with physicians trained elsewhere outside Canada, however, | 
British and American certified psychiatrists are placed in an especially favoured 
position. They are eligible for an Enabling Certificate which entitles them to 
practise medicine for a two-year probationary period after presenting their 
documents of training and certification from other jurisdictions to the College of 
Physicians and Surgeons of Ontario. But by the end of this two-year period they 
will have to have taken and passed the Medical Council of Canada examinations? 
and have received their Canadian certificate in order to be eligible for licensing in 
Ontario. This Enabling Certificate does not allow the British or American 
psychiatrist to practise psychiatry or to receive a specialist’s remuneration for 
which certification by the Royal College is required. 


Only one American medical school, the Irving College of Medicine in 
California, is blacklisted by the Canadian College. None of its graduates is 
acceptable on any basis. No British medical school is blacklisted. One Irish school, 
Apothecaries Hall, is blacklisted. Graduates of all other medical schools in the 
US., the U.K., and Ireland are accepted subject to the conditions already specified. 
In contrast only specific medical schools in Europe, Asia, the Middle East and 
elsewhere are included in lists of acceptable institutions. Additionally, even with 
a postgraduate degree and foreign certification in psychiatry, postgraduates 
are required: 


1) To take examinations set by the Educational Council for Foreign 
Medical Graduates. 


2) To undergo a two-year internship — one year of rotation and one 
year of straight internship (which may be psychiatry) during which 
time they will take basic science examinations. 


3) To take the Medical Council Examinations, success in which will 
make them eligible for certification as general practitioners by the 
Ontario College of Physicians and Surgeons and entitle them to a 
licence to practise medicine. 


4) To meet whatever additional requirements the Royal College of 
Physicians and Surgeons may lay down as training prerequisites 
before they are admitted to the examinations for certification in 
psychiatry. 


The system is well calculated to screen out any incompetent, poorly prepared 
physicians who, having failed to establish a practice in their own country, have 
decided to try their luck elsewhere. But it has some disadvantages as well, and 
the question arises as to whether a screen with somewhat larger interstices might 
not retain the principal advantage for society without the disadvantages of 
the present system. 


*The Medical Council of Canada conducts examinations for registration of medical practi- 
tioners on behalf of the College of Physicians and Surgeons of Ontario. 
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__ What are some of the disadvantages? It has already been stated that there 
do not appear to be large numbers of American, European or other foreign 
psychiatrists clamoring for an opportunity to come to Ontario to practise. 
Nevertheless, other professions in Ontario (university teachers, for example) are 
‘strengthened by the recruitment of foreign-born and/or foreign-educated profes- 
sionals who, for a variety of perfectly sound reasons, have become interested in a 
career in Ontario. It is likely that the special requirements for Europeans and 
other foreign psychiatrists, and also the lighter requirements for American and 
British psychiatrists, act as an effective deterrent against the best or even the 
average, in the absence of very special inducements such as a much higher salary, 
better work opportunities, or compelling personal reasons.1° The difference in 
Ontario’s salaries for psychiatrists as compared with Britain’s has been able to 
provide that special inducement to a number of British psychiatrists, but this 
factor is inoperative as far as Americans are concerned. 


_ The worst effect of the system is that it deters Canadian-born and trained 


physicians who have trained in psychiatry in U.S. medical schools from returning 
to Ontario. The psychiatrists in W. E. Powles’ survey cited “the necessity to 
take an additional year of training in Canada before being eligible for certification, 
and the hurdles or barriers of licensure and certification examinations” as barriers 
to their return to Canada.!! Yet these physicians are precisely those whom 
Ontario most needs. 


[~ The Department of Health has been, is, and will be in need of foreign 
psychiatrists to fill vacancies in the mental hospitals. Although it has not been 
unsuccessful in the past, it might be more successful in raiding other jurisdictions 
for experienced and highly skilled psychiatrists if there were some form of 
reciprocity. This, at least, is the opinion of foreign-trained psychiatrists working 
in Ontario Hospitals who were interviewed. These physicians thought that a 
probationary period of one year should be sufficient for graduates of accredited 
nedical schools in other jurisdictions who have been certified in the jurisdiction 
of their training. 


In addition to their undesirable effects on the manpower problem, the existing 
‘egulations create three anomalous situations. First, there is the Canadian-born 
dhysician practising in Ontario, who has received postgraduate training in the 
est medical schools in the U.S. and is a certified psychiatric specialist in 
he U.S., but who is licensed in Ontario only to practise medicine and whose 
specialist services are insured by OMSIP only at general practitioners’ rates. 
Second, there is the Canadian-trained psychiatrist who is certified by the Royal 
Dollege, licensed to practise his Specialty in another Canadian province, but 
imable to obtain a licence to practise in Ontario. And third, there is the physician 


This assumption has been validated for Canadian physicians trained and certified to practise 
_ psychiatry in the U.S. by the study conducted by W. E. Powles, op. cit. 
Ubid. 
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who has completed his psychiatric training, has failed the Royal College examina- 
tions, and is nevertheless employed to perform the tasks of a psychiatrist in the 
Ontario Hospitals. This last anomaly underlines the fact that, as far as high quality 
psychiatric services are concerned, Ontario is in fact a poor cousin relative to 
other jurisdictions of comparable socio-economic and scientific advancement, 
although it claims to be both rich in these resources and a leader in the field. 


The Ontario Psychiatric Association’s Brief to the Committee on the Healing 
Arts takes the view that it is within the competence of the Royal College to 
rectify the situation.!2 At present different standards of psychiatric training and 
licensure exist in the different provinces of Canada. If the Royal College were to 
adopt as its standard the highest provincial standard, and were to refuse to certify 
anyone from any province who did not meet it, then anyone holding a Canadian 
certificate could expect to be licensed in any province, including Ontario. 


This remedy has a minor and a major flaw. Its minor flaw is that temporarily 
it will aggravate the recruitment problem. In the long run, however, if highly 
capable people are to be attracted to psychiatry, demanding standards must be 
set. The major flaw of the proposal is that its implementation would remove 
only one of the three anomalies cited above. What is needed is a solution to the 
first and second situations that will also solve the third — that is, a solution 
that will improve Ontario’s capacity to attract the best trained and most capable 
psychiatrists so as to free the Ontario Hospitals from having to hire physicians 
who have actually failed to demonstrate their competence in psychiatry. 


Despite real differences the practice of the international academic and 
scientific community may serve as a model for change. University postgraduate 
training programs are related informally. The ratings change with changes in the 
programs and the professors at the universities. Depending on the rating of the 
university and on his own individual qualities and standing, the person in training 
will receive either a permanent or a probationary appointment at a university or 
research institute. The nationality of the university is deemed to be irrelevant. 
As indicated above, there is already a rather similar formal evaluation of post- 
graduate training programs in psychiatry in other jurisdictions and by Ontario 
College of Physicians and by the Royal College, for the purpose of directing 
Canadian medical graduates to suitable training centres. These evaluations 
presumably are made on the basis of curriculum, supervision of residential practice, 
duration of program, and the quality of instruction. Any graduate of such am 
approved program could be licensed to practise psychiatry in Ontario on the 
basis of his certification either by the Royal College or by the appropriate body 
in the jurisdiction in which he was trained. Thus, a graduate of the Menninger 
Clinic, or of the Harvard, Columbia or Yale Medical School postgraduate | 
programs in psychiatry who had taken American Board examinations, would 


12Ontario Psychiatric Association, Brief to the Committee on the Healing Arts, 1967, p. 10. 
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be equally eligible with graduates of Ontario’s medical schools for a licence to 
eecuse his specialty. Reason dictates that this should be the case. Similarly, the 
graduate of any medical school in any country that meets the standard established 
by the province would have the same eligibility. 


_ A number of advantages would derive from this system. The Ontario physician 
who had taken his Specialty training abroad, as many of the best are inclined 
‘0 do, and who had elected to be certified in the jurisdiction of his training, would 
cease to be deterred from returning to Ontario to practise his Specialty by the 
nconvenience of a second set of examinations. This would rectify the first 


momaly. It might rectify the third anomaly also, by attracting more psychiatrists 
‘0 the province. 


This proposal meets the principal objection to simple reciprocity, that there 
ire substantial differences among the training programs leading to certification 
a other provinces of Canada and in other countries, such as the United Kingdom. 
3raduates of substantially inferior programs would not object to meeting the 
equirements of acquiring a Canadian certificate. But under the present system, 
taduates of superior programs can legitimately complain against the inconvenience 
if additional examinations and, in the case of Europeans, additional training. 
After all, the only valid basis for licensing in psychiatry or any similar discipline 
3 the quantity and quality of training in psychiatric science, its technology and 
‘S applications, and demonstrated ability as a therapist. Therefore, licensure 
hould be based on the recognition of medical schools and training programs 
*hatever the jurisdiction in which they are located, rather than on the practices 
f other licensing bodies. Such a principle is already employed in a limited way 
y the Royal College and the Ontario College. Consequently, the suggested 
1odification involves only an extension of existing principles and practices. It 
lso meets the legitimate objections to carte blanche reciprocity with another 
irisdiction, such as the United Kingdom, which may license psychiatrists with 
iadequate as well as adequate and superior training backgrounds as evaluated 
y Ontario’s training standards. 


, The essence of the suggested modification is simply this: 

1) The Ontario College of Physicians and Surgeons should establish 
a list of medical schools and training programs in psychiatry 
located in other jurisdictions (without socio-cultural or linguistic 
bias), successful completion of which would entitle the graduate 
to a probationary licence to practise his specialty in Ontario 
for two years. 


2) On expiry of the probationary licence, the individual would become 
eligible for a permanent licence, unless cause had been shown as to 
why it should not be granted, in which case the individual would 
have the right to call for an examination of his knowledge and 
capabilities by a panel of examiners. 
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This modification is within the competence of the Ontario College of Physicians 
and Surgeons. It would not involve reciprocity with any other jurisdiction. It 
could be carried out unilaterally. 


It may, however, generate a schism between the Royal College and the Ontario 
College, unless the Royal College were prepared to grant a Canadian certificate to 
psychiatrists admitted to practice in Ontario under such modified regulations. 


Adequacy of Psychiatric Services in Meeting Needs 


Although the Ontario Hospitals leave much room for improvement, when sup-— 
ported — as they now are — by the psychiatric wards of general hospitals, they 
are quantitatively adequate. What is of first importance is the strengthening of 
non-hospital services: private and group practice, and community clinics. Growth 
in these sectors will reduce the need for hospitalization and the additional expenses - 
involved for the patient and the public. Experiments in the provision of psychiatric 
services, such as those of Service Three in New Haven, Connecticut, suggest that 
a well-run community mental health service can identify and treat very severe 
illnesses without hospitalization.18 The Saskatchewan experience points in the 
same direction.1* | 


Growth in the range of psychiatric services is reflected by the increase in the 
number of psychiatrists in private practice, comunity clinics, and special services © 
such as centres for emotionally disturbed children, forensic clinics and schools. | 
Most psychiatrists engage in at least three of the four predominant functions of | 
psychiatrists: hospital practice, private practice, teaching and research, and | 
administration. The result is the complex work pattern shown in Table 4.20. The | 
important features of the pattern can be perceived by making horizontal and_ 
vertical comparisons. More psychiatrists do part-time and full-time clinical work | 
than do part-time and full-time private practice. But the number giving percentage | 
amounts of part time or full time to private practice is beginning to draw equal) 
to the number in clinical practice. | 
| 
Probably private will soon outweigh clinical practice. There are a number of) | 
reasons for this. Hospital services are used, for the most part, for the treatment) 
of psychotic illnesses. The number of these illnesses remains fairly constant as a 
percentage of population and hospital facilities to treat them are relatively well 
developed. The percentage of psychotic illnesses to all mental illnesses is low. | 
It is into this sector of mental health that most resources have gone in the past. 


Private practice is best suited to the treatment of psychoneurotic illnesses.) 
13Interview with M. Pepper, M.D., Director, Service Three, New Haven, Connecticut, Summef i 
1967. 


14See F. S. Lawson, “The Saskatchewan Plan”, Report to the Eighth Mental Hospital Institute _ 
in Denver, Colorado and F. S. Lawson, “Mental Hospitals: Their Size and Function”, | 
Canadian Journal of Psychiatric Hospitals, Vol. 49, 1958, pp. 192-195. 
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The percentage of these in relation to all mental illnesses is high (78 per cent 
of the diagnoses reported by psychiatrists in Study 1 for this report were psycho- 
neuroses). The remaining 22 per cent were composed of psychoses, character 
and behaviour disorders, alcoholism, brain damage, and other disorders (Table 
4.5). (Since some psychotic patients are taken directly to mental hospitals 
where they are seen by psychiatrists in the employ of the Department of Health, 
these figures could perhaps be corrected to 70 per cent and 30 per cent respec- 
tively, to give reasonable approximations.) With the introduction of OMSIP’s 
coverage of treatment for psychiatric services, more persons will be seeking 
treatment for psychoneurotic disorders under the conditions offered by private 
practice, thus exerting increasing pressure for expansion in this sector. 


One problem that has been identified in this study — the unequal distribution 
of psychiatrists throughout the province — will not be solved by natural growth 
but will require special planning. In the section on services, we will outline our 
suggestions in this regard. 


As the range of practice opportunities increases in Ontario, there should be a 
highly desirable long-term effect. One of the reasons cited by Canadian physicians | 
for their decision to practise psychiatry in the U.S. is the greater range of practice 
opportunities there.15 The direction of growth in psychiatry in Ontario will tend 
to improve Ontario’s competitive position vis-a-vis the United States. Although 
in the short run it may appear that the trend towards subspecialties, private 
practice and specialized services such as school mental health programs will 
further aggravate the recruitment problems of the mental hospitals and general 
hospitals, the trend should be advantageous for all services in the long run. 


A special aspect of the adequacy of psychiatric services in meeting mental | 
health needs concerns the teaching and research functions of psychiatrists. Our. 
study has indicated a widespread interest in teaching among psychiatrists in 
Ontario (Table 4.4). This interest expresses itself in the commitment to teaching 
reflected in Table 4.21. | 


The table shows that of the 149 psychiatrists in the sample, 103 do some 


TABLE 4.21 4 
Teaching Commitments of Ontario Psychiatrists 
Hours of teaching per week as a percentage of total work load | 
1-10 11-20 21-30 31-40 41-50 51-60 61-70 71-80  8!1- | 
Number of 
psychiatrists 48 23 Ly 10 6 s) —- 1 1 | 


Source: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. | 
Based on a questionnaire survey of Ontario psychiatrists. | 


15W. E. Powles, op. cit. | 
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teaching, although most teach relatively few hours per week. Clearly a great 
peeny of Ontario’s psychiatrists have some teaching experience. Of the 110 
mevondents who completed the section on major interests, eighty-four identified 
education and training as one of their major interests (Table 4.4). Asked to 
which, if any, activities in psychiatry they would like to devote more time, 
sixty-three indicated a wish to be able to devote more time to education and 
research. The interest and experience needed to expand training facilities evidently 
exist; they require only effective organization. Given the magnitude of the 
Tequirement for more psychiatrists, it would appear that the best alternative 
Js to assign more trained psychiatrists to teaching in expanded training programs, 
and to accept a temporary increase in the waiting lists of private practices 
and outpatient clinics. 


Several spontaneous in-service training programs have been developed by 
individual psychiatrists to try to meet the needs of the service in which they 
work. These will be discussed at greater length in other contexts, but we will 
mention four of them here. While he was Director of the Forensic Clinic in 
Toronto P. G. Thomson initiated an in-service training program in group 
psychotherapy for psychologists and social workers in the clinic; D. J. McCulloch 
initiated a case-seminar teaching program for general practitioners on a province- 
wide basis; M. A. Fischer has conducted group therapy sessions for child care 
workers employed by John Brown Camps; J. D. Atcheson has undertaken a two- 
ear training program for child care workers at Thistletown. 


Certain features of these programs deserve comment. 


1) They demonstrate again the willingness of individual psychiatrists 
to try to meet the challenge of mental health needs in the province 
in a wide variety of settings and ways. 


2) Except in the case of Dr. Atcheson’s program they have neither a 
stable institutional base nor public support. Consequently, they rely 
on special individual initiatives. This circumstance has the great 
advantage of spontaneity, freedom from bureaucratic restrictions, 
and close proximity to the situation, its problems and demands; 
but it has the disadvantage that the programs flounder and disappear 
when the individual who has given them leadership moves on. 


3) Not only are psychiatrists needed to train other psychiatrists, but 
they are also needed to train other mental health professionals and 
workers, thus adding to the drain on teaching resources. 


4) Although Dr. Atcheson’s program has a sound institutional base, 
it has encountered the dilemma of training vs. service. In order to 
advance the training program, it will be necessary to cut back on 
the services offered by the Thistletown Hospital where the program 
is located; and in order to maintain services at their present level, 
it will be necessary to cut back on the training program which 
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adds to manpower shortages. That is a dilemma that psychiatry 
will have to face many times in many different settings in the 
province the next decade. 


One can legitimately ask how medicine has permitted itself to get into this 
dilemma. It is not the only profession that has faced a manpower problem since 
the Second World War. Engineering has faced, and has already solved, a problem 
of similar proportions. Engineering faculties at universities responded quickly, 
energetically, and, in the case of the new faculty at the University of Waterloo, 
imaginatively, to society’s need for more engineers. A comparison of admissions 
to and graduations from engineering and medicine over the postwar period 
demonstrates the difference. 


What is the explanation? Do engineers have a stronger sense of social 
responsibility? Do engineers have a higher level of social awareness? Has govern- 
ment been generous with engineering faculties and assisted their expansion, while 
being niggardly with medical faculties and resisting their expansion? Whatever 
the answers to these questions may be —and they can hardly be simple — in 
the current manpower problem in psychiatry a strong argument can be found for 


having some representation of the public interest on bodies that control the ~ 


education and licensing of psychiatrists. 


Psychiatrists are, of course, fully aware of the manpower problems, as shown 


in the brief of the Ontario Psychiatric Association to the Committee on the 


Healing Arts. One solution has been advocated recently by D. B. Coates, a 


community psychiatrist. Basing his reasoning on estimates of need that approxi- — 


mate those in Part One of this study, Dr. Coates advocates that the services of 


psychiatrists, and of the other mental health professions as well, be restricted to — 


the treatment of only the most severely ill and handicapped patients. A relatively 


small number of community psychiatrists might be expected, so that they might | 


undertake to teach clergymen, physicians, probation officers, teachers and others 
how to assist neurotic people through periods of crisis. 


The acute shortage of professionals to serve the severely ill is well known, 
yet I believe that if psychiatrists, social workers and psychologists would 
restrict their efforts to serving this limited but severely handicapped group, 
much more could be done to meet the urgent needs of this group. 


However, in considering the needs of those with mental health problems — 
remembering that these number one person in every four — then it becomes 
blatantly impossible for professional care ever to be relevant to a problem 
of such magnitude, assuming it to be provided by mental health profes- 
sionals. Yet, by broadening the coverage of those with healing skills — 
teachers, clergy, physicians, probation officers, etc. — this larger group might 
well be helped through most of their crises, and possibly helped in such a 
way that they would be better able to handle future crises.16 


18D. B. Coates, “Poverty and Mental Health”, Canada’s Mental Health, Vol. XV, No’s 
5 and 6, p. 4. 


Some Crucial Issues 9] 


_ Other psychiatrists, however, while sharing the same perception ot the scope 
of the problem and agreeing with the importance of improving mental health 
services at the community level, remain unconvinced about the method. The 
proposal calls for an increase in hospital and community clinic psychiatrists at 
the expense of private practice, with its expensive one-to-one relationship between 
patient and physician. This Suggestion is not likely to be very attractive to 
psychiatrists who find that they are providing an essential health service through 
their private practices, or to patients who prefer to be treated on this basis. 


The proposal also calls for the “training” of persons such as teachers, police, 
clergymen, to help people through periods of depression, suicidal impulses, 
Irational acting out of infantile fantasies, and so on, and to help them in such a 
way that they will be able to resolve these difficulties and handle any recurrences 
ndependently. This author is not competent to evaluate the capabilities of police, 
‘lergymen, teachers and others to perform on-the-spot psychotherapy. But surely 
he amount of training that would be needed to make these persons competent 
is mental health counsellors or therapists would be considerable, while the time 
wailable to them for utilizing such additional training would be very marginal. 
f the natural concern some persons have for those who are suffering from a 
mental illness were therapeutic, the need for comunity psychiatry would never 
lave arisen. 


| These criticisms are intended, not to question community psychiatry as such, 
vut to point out the unreality of the expectation that psychiatry can expect much 
ubstantive help from professional and subprofessional groups outside the mental 
ealth field. Better coordination of psychiatry with other mental health professions 
s much more likely to be effective. 

_ The problem of resources still exists, however. Even without the special 
ducational efforts by community psychiatrists to improve the level of general 
nderstanding of mental illness and health, there will be increasing demands for 
rofessional expert treatment services by an increasingly sophisticated public. 
Jommunity psychiatry will only accelerate the process. Therefore, to build an 
fective program of community psychiatry a method must be found for increasing 
1¢ number of trained psychological therapists, whether or not they are psychia- 
ists. We are thus brought to one of the basic questions of this section: can part 
{ the work of a psychiatrist be performed successfully by an appropriately trained 
on-psychiatrist, such as a clinical psychologist or a psychiatric social worker? 


‘lompetence of Other Mental Health Professionals 


has been shown that psychoneurosis is the most common type of mental illness 
eated by psychiatrists in Ontario (Tables 4.5, 4.6, 4.7). According to the studies 
ted in Part One, this result was to be expected. Furthermore, as mental health 
vices expand, the percentage of psychoneuroses will increase as a fraction of 


~~ 
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all treated illnesses, because they form by far the largest part of currently ; 


untreated illnesses. It has been shown also that a uniquely psychological mode of 
treatment — individual psychotherapy — which does not involve the strictly 
medical procedure of a physical examination or the prescription or drugs, is the 
major single form of treatment in psychiatry (Tables 4.8, 4.9). This is not 
surprising, because it reflects the fact that psychoneurotic illnesses are psycho- 
genetic. To repeat part of the quotation from Leighton’s etiological differentiation 
of the basic types of mental illness, “Psychological experience (is) predominant in 
(the causation of) psychoneurosis and psychophysiological disorders.” Now if the 
treatment of psychoneurosis forms the bulk of the private practice of psychiatrists, 
if the disorder itself is psychogenetic, and if the method of treatment is psycho- 
logical (psychotherapy), then part of the need for more private practitioners 
could, in principle, be met by psychologists with a thorough training in psycho- 
therapy. In that case, why are there scarcely any non-medical psychotherapists in 
private practice, and in community or outpatient clinics? Why have psychiatrists 
not actively encouraged this development in mental health resources? 


There are two theoretical objections: 1) an initial diagnosis to eliminate 
organic determinants is required, and this can be performed only by a medical 
doctor; 2) any concomitant physical condition associated with a mental illness 
must be treated by a medical doctor. Both of these problems are real. The 
Stirling County Study disclosed a definite association between mental ill health 
and physical ill health. The Heyfield Study found that 12.2 per cent of the 
persons suffering from some degree of psychiatric disability had an associated 
physical disorder. However, no one has claimed that in order to treat the 
psychiatric illness the physical disorder must always be treated also and by the 
same person. Indeed, as we shall see in subsequent discussions, just the opposite 
is the case. 


It has been indicated that the physical examination of a patient and _ his 
treatment for a physical disorder are not conducted by his psychiatrist in the 
course of psychotherapeutic treatment. Consequently, when the Ontario Psychiatric 
Association states that psychiatrists alone among the mental health professions 
have the requisite knowledge and legal privilege of undertaking a physical 
examination of a patient,!” it is stating an obvious truth, but a truth the importance 
of which can easily be exaggerated when taken out of context. In our field — 
interviews, psychiatrists with an active private practice in the psychotherapeutic 
treatment of psychoneurotic patients stated that they never perform physical 
examinations of patients or treat an associated physical illness. A psychiatrist 
admitting an emergency case to hospital who is going to be receiving drugs and 
no psychotherapy from the doctor in question is in a very different position with 
respect to conducting a physical examination of a patient. Thus the role of 
medicine in psychiatry is different in private practice, a community clinic, or an 


l7Hearings of the Committee on the Healing Arts, 1967. 
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outpatient clinic than in most hospital practice. Although there is no question 
about the necessity of medical training as far as hospital psychiatry is concerned, 
it appears not to be similarly essential to the private practice of psychiatry, In 
private practice, the same benefits and safeguards to the patient could be achieved 
in principle through the close cooperation of a psychologist, trained to diagnose 
and treat psychiatric disorders, with a medical doctor. The same question thus 
arises again: Given the great need for psychotherapists in private practice and 
in community clinics, why are there so few clinical psychologists trained to 
give psychotherapy? 

| 

The basic reason for the withdrawal of clinical psychologists from the mental 
health field has been the medical monopoly on training and services in mental 
health. By and large (and despite real exceptions) physicians, in general, and 
psychiatrists, in particular, are prepared to cooperate with non-medical mental 
health professionals, as long as these professionals are subject to the authority 
and control of the doctors. Thus, statements by physicians about their willingness 
0 cooperate with other mental health professionals must be understood as 
often being subject to the qualification that the doctor is to exercise ultimate 
authority and control. 

| 

| There is a reason for this qualification. A psychiatrist who has been trained 
n psychodynamics, or a physician psychoanalyst, has a range of medical and 
ysychological expertise that enables him to form a more comprehensive view of 
he needs of a patient than a non-medical mental health professional can achieve. 
[his capability legitimates the exercise of a special authority that is the prerogative 
vf the psychiatrist. But a psychiatrist who has no psychodynamic training would 
lot be as competent as a non-medical therapist who is an expert in psycho- 
liagnosis and psychotherapy, in evaluating the specifically psychological needs 
f a patient. Once it is accepted that scientific knowledge and proven diagnostic 
nd therapeutic skill constitute the basis for legitimate authority, the rationale 
or blanket or monopolistic control of mental health services by medicine vanishes. 


| The attitudes of psychiatrists in our survey are interesting in this connection. 
Mf a group of 149 psychiatrists, 142 considered medical training to be a pre- 
2quisite for performing a psychiatric diagnosis. A smaller number but a substantial 
lajority, ninety, considered medical training to be a prerequisite for psychotherapy. 
nly thirty-seven considered medical training to be a prerequisite for psycho- 
nalysis (Table 4.10). 


| There is a special complicating factor that must be grasped in order to 
nderstand these attitudes. A medical doctor is now legally responsible for a 
atient’s diagnosis and for the treatment program based on it. Consequently, a 
tedical degree is a legal prerequisite for the performance of a psychiatric 
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diagnosis. The view of the 142 psychiatrists that medical training is necessary 
therefore may reflect either or both of two positions: medical training is a 
scientific prerequisite; a medical degree is a legal prerequisite. 


The question then must be asked: Is the legal regulation a valid reflection of 
scientific and training realties? In one respect it clearly is not. It would be a 
fair generalization that the psychiatric and psychological training received by 
medical doctors, with the exception of psychiatrists, places them in a scarcely 
better position than other university-educated people in identifying mental dis- 
orders.!8 Gross disturbances such as the hallucinations associated with psychosis 
can be recognized by almost anyone; on the other hand, a physician may be as 
gullible and as easily misled by the more subtle distortions of perception, values, 
belief and behaviour of the psychoneurosis as a teacher, lawyer or clergyman 
would be. This fact has been demonstrated by the experience of the general 
practitioners in the psychiatric seminars established by D. J. McCulloch.!9 The 
doctors in these seminars found that they had been naively predisposed to believe 
their patient’s representations of their personal situations and had been unable to 
sift out fact from fantasy. Just this capacity for refined perceptivity is needed in 
order to make a precise diagnosis of a mental disorder, and it must accompany, 
of course, its treatment by psychological methods. 


Given the amount of psychiatry in the undergraduate medical curriculum, 
one should not be surprised at this result. Nevertheless, by law any medical 
practitioner is deemed competent to perform a psychiatric diagnosis. Furthermore, 
in the existing system the vast majority of psychoneurotic disorders that receive 
treatment are diagnosed and treated by general practitioners. Our study of OMSIP 
diagnostic data showed that 91,200 patients had been diagnosed as having a 
psychiatric disorder during the six-month period of the study. Our survey of 
physicians (Study 3a) showed that approximately 88 per cent of these patients 
are treated by the general practitioners themselves. Among the remaining 12 
per cent one would expect to find the grosser psychiatric disorders (psychoses 
and psychopathic conditions) that require hospitalization. These will be seen by a 
psychiatrist and perhaps also by a clinical psychologist, but they represent only a 
small fraction of the total patient population. 


Clinical psychologists could receive intensive training in diagnosing psycho-- 
pathology involving both mental handicaps resulting from organic malfunctioning 
and psychogenetic disturbances. Nevertheless, at present clinical psychologists | 
can diagnose and treat only upon referral from, or in association with, a medical 
practitioner. These regulations result in a situation in which a professional who 
may be scientifically — and by training, better-equipped — to perform a service is 


18Substantiation of this point is made in Chapter 5. The major reference is K. F. Clute, 
The General Practitioner, University of Toronto Press, Toronto, 1963, pp. 306-307. 
19D. J. McCuloch, op. cit. 
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Subject by law to supervision from a professional who may be scientifically and 
by training less well equipped to perform the same service. 


There is some division of opinion among psychiatrists as to whether or not 
the mental health services of clinical psychologists and psychiatric social workers 
should be rendered only on referral from a physician, but the substantial majority 
favours this type of control (Tables 4.13, 4.14). A referral is required in order to 
avoid the risk of a useless and possibly dangerous treatment program being 
instituted by a non-medical practitioner for a Symptom that is caused by a 
medically treatable organic cause which would perforce go untreated. Some clinical 
psychologists interviewed pointed out that the danger can be easily exaggerated, 
but none considered it so negligible as to warrant Opposition to the referral 
requirement. Hence, while the requirement of supervision cannot be sustained, in 
scientific terms, for psychological services (psychodiagnosis and psychotherapy), 
the requirement of referral can. 


The position that results has three aspects: 


1) Only psychiatrists who are trained to perform psychodiagnosis and 
psychotherapy, along with medically trained psychoanalysts, are 
competent to perform the complete diagnosis of a patient and to 
undertake appropriate treatment. 


2) Doctors who are not trained to perform psychodiagnosis and 
psychotherapy are competent to perform a medical diagnosis and, 
in ccoperation with a properly trained psychologist, to perform a 
psychiatric diagnosis. 


| 3) Psychologists and psychiatric social workers who have been 

appropriately trained are competent, along with psychiatrists 

! (trained in psychodynamics) and psychoanalysts, to perform a 
psychological diagnosis and therapy. 


_ The position is taken here (and it will be substantiated in later sections on 
ssychoanalysis and psychology) that there are no scientific or logical grounds 
or Supposing that a medical training is a prerequisite for the acquisition of 
sychodynamic knowledge and skills. The question remains as to whether or not 
linical psychologists in Ontario are adequately prepared to carry out psycho- 
jagnosis and psychotherapy, and whether university departments of psychology 
re competent to train clinical psychologists to the level of accomplishment that 
rould enable them, in cooperation with a physician, to provide the psychological 
‘eatment resources of a good psychiatrist. This question cannot be answered 
atisfactorily here, but suffice it to say that one factor that has discouraged the 
evelopment of these skills by psychologists has been the monopoly on mental 
ealth services exercised by medicine. 


Returning to a consideration of the attitudes of psychiatrists as to whether 


} 
| 
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medical training is a prerequisite for psychotherapy, we find two important 
inconsistencies in the responses reported in Table 4.10. Psychoanalysis is by every 
measure the most powerful form of psychological therapy in existence. It can be 
the most remedial to the most severe psychoneurotic disorders and, in the 
hands of an incompetent, it can be the most harmful. Nevertheless, only thirty- 
seven of 149 respondents were of the opinion that a psychoanalyst must have | 
medical training. Psychotherapy is a less powerful form of treatment. Neither | 
psychoanalysis nor psychotherapy involves, per se, any medications, physical - 
examinations or other medical procedures, except for the initial diagnosis which 
excludes organic causes and which need not be performed by the therapist. If: 
medical training is not considered a prerequisite for psychoanalysis, why should 
it be a prerequisite for psychotherapy? It would appear that the attitudes of 
psychiatrists on this question are governed largely by the official positions taken 
by the professional bodies concerned. The Canadian Psychoanalytic Society”? . 
does not require that all psychoanalysts have a medical degree; whereas, the 
Ontario Psychiatric Association has defined psychotherapy to be a medical act. 


Can the Ontario Psychiatric Association definition be substantiated? In addi- | 
tion to the theoretical argument offered above, there is one undesirable con- | 
sequence of this policy. If psychotherapy is a medical act and since general 
practitioners are trained to perform medical acts, then general practitioners can 
perform and be appropriately compensated for performing psychotherapy. The 
Ontario Medical Services Insurance Plan has adopted this reasoning and com-. 
pensates general practitioners for psychotherapy, although at a somewhat lesser ) 
rate than psychiatrists, since they are not specialists. But general practitioners 
have no training which could equip them to provide this service, unless they have 
undertaken special postgraduate training; and in fact little of this has been, 
available.24 Consequently, the definition of psychotherapy as a medical act ha 
resulted in a “professional” definition rather than a scientific definition; a profes- | 
sional definition which, moreover, in the current systems of education, service 
and compensation, results in a gross departure from the scientific definition. 


: 
Consequently, there exists an unjustifiable official attitude of medicine towards | 
psychology which involves a disservice to the public. Psychologists are forced into 
the humiliating and false position of saying to their clients that they are giving | 
them counselling when they are giving them psychotherapy (and as far as one’ 
can tell, with perfect right as far as their training background and experience are | 
concerned). This terminological smokescreen adds to the general public confusion | 
concerning the treatment of mental disorders by psychotherapy. It is, additionally, | 
a disservice to the public to encourage the belief, as this definition and the’ 
Ontario Medical Services Insurance Plan do, that a general practitioner is, by 
training, equipped to treat a mental disorder by means of psychotherapy. 


| 
| 
' 
| 


20A description of the role of the Canadian Psychoanalytic Society is contained in Chapter 6. 
21More detail relevant to this point will be provided in Chapter 5. 
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An examination of the psychiatric content of the undergraduate medical 
curriculum of Ontario’s five medical schools indicates the following situation: 
one medical school (University of Ottawa) offers scarcely any training in 
psychiatry to medical undergraduates; the others do not include systematic training 
in psychotherapy involving supervised control cases; by and large, psychiatry is 
greatly overshadowed by the traditional clinical disciplines both qualitatively and 
quantitatively in the undergraduate medical curriculum. This situation is being 
slowly improved, but medical undergraduates still report that the place of 
psychiatry in their undergraduate education tends to diminish their sense of its 
importance, worth and significance. 


There is no scientific or technical justification for establishing a monopolistic 
control of psychotherapy by medicine. The grounds for rejecting the definition of 
psychotherapy as a medical act will be presented in a later context in connection 
with psychoanalysis. Suffice it to say here that what applies in the case of 
psychoanalysis applies with equal force to psychotherapy. 


What changes would remove these inconsistencies in the existing system? 
Three solutions present themselves. One would be to make psychiatrists legally 
responsible for performing a psychiatric diagnosis and psychotherapy. This solution 
has against it four decisive objections. First, medical doctors without training in 
psychiatry but with training in psychoanalysis would be excluded. Second, there 
are not enough psychiatrists, nor will there ever be enough, to man the service. 
Third, some psychiatrists are not trained in the specific diagnostic and therapeutic 
skills required by psychotherapy. And fourth, there are clinical psychologists who 
appear to be fully as competent as psychiatrists to perform the service when they 
can work in cooperation with medical doctors. Another solution would be to 
greatly improve the training of general practitioners in psychiatry and make no 
further change in the system. Against this solution there are three objections. 
First, in the past medicine has not demonstrated much ability to change the 
undergraduate curriculum in ways that would make physicians really competent 
to diagnose and treat psychological disorders, and one should not expect too much 
of it in the future. Second, even if curriculum improvements were made, the 
service would still need non-medical resources in order to meet social needs. And 
finally, the system must be adjusted to take into account the competence of 
appropriately trained non-medical mental health professionals. A third solution 
would be to modify the system so that any suitably trained person could perform 
these diagnostic and treatment services — whether he is a physician, psychologist, 
psychoanalyst or social worker— with the provision that the non-medical 
professional would be required to carry out a psychiatric diagnosis in collaboration 
with a medical practitioner. The requirement of an initial referral supplemented 
by periodic check-ups by the referring physician would appear to be a sufficient 
guarantee of the necessary kind and amount of collaboration. 
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Conclusions 


Ontario needs many more psychiatrists than it now has. The shortage of © 
psychiatrists is one of the most significant causes of the inadequacy of mental 
health services. A better distribution of psychiatric services to the rural, town and 
small city population is required. Since this problem is not solved without planning, 
there is a need for comprehensive community health centres, of a type that would 
attract good psychiatrists to them, strategically located throughout the province. 
Steps should be taken to retrieve Canadian physicians practising psychiatry in 
the United States. 


The Departments of Psychiatry in the university medical schools should 
exercise control over psychiatric training including hospital residency. Everything 
possible should be done to strengthen training programs in psychiatry in Ontario, 
especially their psychodynamic content. 


The criteria for licensing psychiatrists by the Ontario College of Physicians 
and Surgeons needs to be modified to make possible the licensing of psychiatrists 
trained in equally good or better training programs elsewhere. 


In order to guarantee appropriate collaboration between physicians and non- 
medical mental health professionals in the diagnosis and treatment of mental 
disorders, it is sufficient to require that non-medical therapists treat patients 
only on referral. 


Psychodiagnosis and psychotherapy are two major functions of psychiatrists 
that can, in principle, be shared with other senior mental health professions, such 
as clinical psychologists and psychiatric social workers. Rather than defining 
psychotherapy as a medical act, this study adopts the position that psychotherapy 
is an interdisciplinary service based on psychodynamic knowledge and therapeutic 
skills that can be developed by other mental health professionals as well as 
physicians. The basis for this position will be fully elaborated in the course 
of subsequent chapters. 


Chapter 5 Medicine 


Mental Health and the Non-psychiatric Medical Specialties 


A survey of non-psychiatric medical specialties was conducted by means of mailed 
questionnaires (Study 3) and a study of OMSIP data (Study 1). Both studies 
point to the anticipated conclusion that the medical specialties other than 
psychiatry are much less involved in the diagnosis and treatment of mental dis- 
orders than is general practice, which shares the major burden of responsibility 
with psychiatry. 


Role of Non-psychiatric Medical Specialists in Mental Health 


The OMSIP classification of specialties for the period of the study was based on 
the physicians’ self-classification into specialty combinations, resulting in a very 
fine net through which to sift specialty experience with regard to psychiatric dis- 
orders. A number of different specialty groupings emerge when they are classified 
according to the number of patients seen who are given a psychiatric diagnosis. 


First, there are a number of specialties whose practitioners would have no 
occasion to see psychiatric illnesses because of the nature of their specialty. These 
are pathology and bacteriology; pathology; bacteriology; diagnosis and therapeutic 
Tadiology; diagnostic radiology; therapeutic radiology; endocrinology; proctology, 
and some other specialty combinations in the same general area of medicine. 
None of these specialties or combinations of specialties rendered any services to 
patients with psychiatric diagnoses during the period of the study. 


Another group of specialties are those in which the practitioner might see 
psychiatric problems despite the nature of his practice, but would be unlikely to 
be involved in the treatment of the disorder (the anaesthetist who gives an anae- 
Sthetic to a patient receiving ECT is an exception). The study showed the follow- 
ing specialties and combinations of specialties with less than one per cent of their 
patients reported as suffering from a psychiatric illness: dermatology; orthopaedics; 
orthopaedics and general surgery; plastic surgery; general, orthopaedic and plastic 
surgery; general and plastic surgery; internal medicine and tuberculosis; ophthal- 
mology; otolaryngology; ophthalmology and otolaryngology; urology; urology and 
general surgery; anaesthesia and paediatrics; and general surgery, obstetrics 
and gynaecology. 


Yet another group of specialties are those whose practitioners are likely to 
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see some primarily psychiatric disorders and, depending on the circumstances and 
specific nature of the individual practice, might treat some disorders. The study ~ 
showed the following specialties and combinations of specialties in which more 
than one per cent but less than 5 per cent of their patients received a psychiatric 
diagnosis: anaesthesia; general surgery; neurosurgery; general and neurosurgery; 
general orthopaedic and thoracic surgery; neurology and internal medicine; obste- 
trics and gynaecology; obstetrics; paediatrics; and internal medicine and physical 
_medicine. Again, anaestheticians probably appear in this group because of the use 
of anaesthetic for administering ECT. An inspection of the ratio of services to 
patients indicates that very little treatment is handled by the specialists in this 
group once a primary psychiatric diagnosis is established, with the exception of 
the anaesthetists, for whom the average number of services per patient with a 
psychiatric diagnosis is well above one service per patient (the ratio towards 
which the others tend). Obstetrics and gynaecology is the only specialty of the 
group for which the ratio of services (diagnostic and treatment) closely approaches 
an average of two services per patient. 


A fourth group, which differs from the third only in having a higher frequency 
of patients with psychiatric disorders, is made up of thoracic surgery (5.5 per 
cent of patients given a psychiatric diagnosis); internal medicine (5.5 per cent); 
general surgery and gynaecology (6.2 per cent); gynaecology (7.7 per cent); and 
physical medicine (8.3 per cent). Here we may assume that patients have come 
to the specialist with overtly physical symptoms which turn out to be psycho- 
genetic; or they may have been referred by a psychiatric or general practitioner 
for a consultation to investigate the possibility of an organic determination of an 
illness already thought to be primarily psychiatric or of uncertain origin. That the 
former is probably the more frequent occurrence is suggested by the fact that the 
average service per psychoneurotic patient in this group closely approximates 
three per patient, indicating treatment for some patients. As one might expect, 
general surgery and gynaecology were exceptions. For them the treatment-patient 
ratio approximated one service per patient. Physical medicine was an exception in 
the opposite direction, with an average rate of seventeen services per patient; this 
rate exceeds even psychiatry, for which the average is seven. 


The final group is one in which the physician would be presented with 
psychiatric disorders, and would diagnose and treat at least some of those pre- 
sented to him. These are neurology and psychiatry (with 79.6 per cent of the 
total patients being psychiatric); neurology (with 14.2 per cent); psychiatry and 
paediatrics (85 per cent); and psychiatry and internal medicine (88.8 per cent). 
It is clear from this last group that it is the psychiatric component of a combined 
Specialty that generates a practice in which psychiatric cases predominate. Of the 
patients seen by psychiatrists in Study 1, 92.1 per cent were given a psychiatric 
diagnosis, the remaining 7.9 per cent presumably being comprised largely of 
diagnostic consultations which excluded the possibility of a psychiatric disorder 
and some non-psychiatric medical services rendered by psychiatrists. 
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In the population of Study 1, 764,476 persons received some kind of medica] 
service during the period of the Study. Of these, 5,310 were reported as having 
a psychiatric disorder by the specialties enumerated above and were recipients of 
a consultation with a specialist, or a treatment, or both. If we exclude the special- 
ties combined with psychiatry in group five, this figure is reduced to 4,775 
patients. On either classification the conclusion follows that the non-psychiatric 
Specialties in medicine do not, and are not in a position to, contribute significantly 
to the treatment of mental illness in the population. This conclusion is reinforced 
by the average number of services per patient with a psychiatric diagnosis by non- 
psychiatric specialists — this was only two and one-half. 


It must be emphasized, however, that these figures represent only general 
averages and do not represent the realities of individual practice, which in some 
instances diverge very Sharply from the average. The material presented on the 
comments section of the questionnaires to selected Specialties indicates a wide 
difference of individual practice. There is the physician who will not “see” a 
psychiatric disorder if it is presented to him, unless it is a patient in an extreme 
psychotic state. There is the physician who receives patients only on referral, with 
the result that almost no patients with psychiatric problems are seen by him, 
unless a psychiatric disorder happens to be an extrinsic concomitant of another 
illness he has been asked to treat. There is the physician who is on the lookout 
for the symptoms of mental illness in his patients but seldom, if ever, treats 
them himself when he finds them, preferring to refer them to a psychiatrist. And 
there is the specialist who is on the lookout for the symptoms of mental illness 
in his patients and undertakes the treatment of some of them himself, usually by 
drugs and/or counselling. The average figures derived from Study 1 are generated 
by these wide divergences in individual practice. Nevertheless, the general conclu- 
sion remains true, that medical Specialties other than psychiatry have little to 
contribute directly to the diagnosis and treatment of mental illness. This situation, 
after all, reflects a reasonable division of labour among the various specialties. 


Training as a Factor in Involvement of Non-psychiatric Specialists 


The study based on questionnaires to selected specialties (general surgeons, ortho- 
Paedic surgeons, internists, neurologists, obstetricians and gynaecologists) sub- 
Stantiates the general finding of Study 1, but also discloses some additional facets 
of the involvement of these medical specialists in mental health. 


When the data concerning the numbers of psychiatric as compared with all 
(including psychiatric) cases were analyzed in relation to the decade of training of 
the physician, a Strongly marked difference was found separating specialists who 
had been trained in the decades prior to the 1930’s and those who had been 
rained later. There were not sufficient numbers in the sample populations for 
sarlier decades than the third, and the seventh decade had to be excluded for the 
same reason. 
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TABLE 5.1 


Percentage of Patients with an Identified Psychiatric Disorder Seen by 
Non-psychiatric Specialists, Associated with Decade of Training 


Psychiatric cases seen as 


Type of physician Decade of training a percentage of all cases 

SNDG bub Ot A a ee 
_ Specialists in: Third 56 

general surgery, 

orthopaedic surgery, Fourth 18.2 

internal medicine, Fifth 18.1 

neurology, 

obstetrics and 

gynaecology Sixth 20.4 


ee ne Pe Oe ei ee ee eee 
Source: C. Hanly, Mental Health Survey: Physicians (Studies 3b, 3c, 3e, 3f), 1967. Based 
on a questionnaire survey of Ontario specialists. 


Table 5.1 shows a definite watershed during the 1940’s, when a substantial 
increase in the numbers of psychiatric problems recognized by non-psychiatric 
specialists appears to have occurred and to have been maintained subsequently at 
approximately the same level. These data suggest that the more recently trained 
specialists are, for the most part, much more alert to mental health problems in 
their patients and in a better position to identify, if not to diagnose fully or to 
treat, such problems. 


The moral of the story is, if you want to find a specialist who will be likely to 
spot a psychiatric problem in yourself or a member of your family, seek out one 
that established practice or was trained after the Second World War. This greatly 
increased awareness of mental health problems on the part of medical specialists 
generally since the Second World War partly explains the formal acceptance of 
psychiatry as a specialty in medicine, as well as the more important (from 
society’s point of view) informal acceptance and utilization of psychiatry by other 
specialists, as pointed out in the brief by the Ontario Psychiatric Association to 
the Committee on the Healing Arts. By and large, psychiatry has won its battle 
for acceptance within medicine. What now must be dealt with is the greatly 
increased demand for services of all kinds (treatment, diagnosis, teaching and 
research) generated by that acceptance. | 


Evaluation of Psychiatric Resources by Medical Specialists 


Compared with the general practitioners in the sample, the specialists found the 
psychiatric resources in the area of their practice to be substantially more satis- 
factory, as Table 5.2 shows. 


Although a significant number of gynaecologists, obstetricians, internists and 
general practitioners (almost one-third of each) evaluated psychiatric services as 
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TABLE 5.2 
Evaluation of Psychiatric Resources in Area of Practice by Specialists 
Compared with General Practitioners 


(Per cent) 


Rating of Psychiatric Services in Practice Area 


_ Type of Excel- Ade- _Inade- Tate No Not 
| physician lent Good = quate quate quate None Answer Known 
_ General 
practitioners 7 29 28 30 gl ps a es 
General 
surgeons la 120s 26 17 6 9 fi 1 
_ Orthopaedic 
surgeons 2A 18 39 14 4 a a 4 
_ Internists 14 pie | 21 sie S 1 1 mo 
| Neurologists 13 39 29 13 3 — — 3 
_ Obstetricians 
| and 
_ gynaecolo- 

gists Li 32 iby) 30 1 3 -— — 


| Source: C. Hanly, Mental Health Survey: Physicians (Study 3), 1967. Based on a question- 
| naire survey of Ontario physicians. 


inadequate, a greater percentage of specialists than general practitioners found 
psychiatric services in the area of their practice to be excellent, good, or adequate. 
_ General surgeons are an exception, since 9 per cent found themselves without any 
_ psychiatric services in the area of their practice. 


A number of different factors are at work here. First, some specialists see 
patients only on referral from other physicians who would have screened out 
almost all psychiatric cases. Those that do get through are referred back when no 
Organic problem is found which the Specialist is competent to detect or treat. 
These specialists obviously would not find handling psychiatric problems a burden. 
| This accounts for the fact that the medical experience of a few specialists is so 
insulated against mental health problems that they are left in the dark about the 
extent and nature of local psychiatric services. Second, specialists are more likely 
to practise in the areas where most of the psychiatrists in private practice are 
located. This geographical proximity makes referral of patients with psychological 
problems easier. Third, most specialists have hospital privileges, and when the 
hospital has a psychiatric unit the specialist is in a better position to acquire these 
‘services for his patients. Nevertheless, it is surely not unimportant that of the 
‘Specialists who responded to the questionnaire, 32 per cent of the general 
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surgeons, 18 per cent of the orthopaedic surgeons, 37 per cent of the internists, 
19 per cent of the neurologists, and 34 per cent of the obstetricians and gynae- 
cologists found local psychiatric services to be inadequate, very inadequate, or 
non-existent. 


Attitudes of Non-psychiatric Specialists to Mental Health 


A brief account of the contents of the open comments section of the questionnaire 
will elucidate further the significance of this dissatisfaction. 


General Surgeons 


Among the general surgeons a wide range of attitudes towards mental health 
problems in their patients was expressed. Some indicated that they had no pro- 
fessional interest in these problems at all. (One surgeon commented that most of 
his fellow surgeons would not recognize a psychiatric problem until the patient 
jumped out of the window!) Others indicated a strong awareness of the psycho- 
logical effects of surgery on their patients. Yet others indicated an active interest 
in the total health problems of the community and, specifically, mental health 
problems in their patients. 


The most frequent comment dealt with the need for more psychiatrists, 
especially in private or community clinic practice. Some surgeons also recognized 
the need for psychologists and social workers. Difficulty in securing psychiatric 
services for the treatment of severe psychoneurotic problems without hospitaliza- 
tion is a major problem. There may be delays in receiving consulations and in 
having patients taken into treatment; there may be a lack of intensive long-term 
treatment (treatments were thought to be too “episodic” to accomplish much); and 
there may be too much reliance on drugs, either because psychiatrists are pressed 
for time or because they are not trained in psychotherapy. 


It was remarked that two special services are lacking: treatment services for 
emotionally disturbed and physically handicapped children, and services for 
psychiatric emergencies. These comments usually were combined with recom- 
mendations for more personnel rather than more facilities, and for better coordi- 
nation of available resources. Apparently many surgeons rely on general practi- 
tioners to carry a major responsibility for diagnosing and treating mental health 
problems. Several said they were reluctant to confront their patients with the 
fact of a psychoneurotic problem because of negative patient reactions. Some — 
surgeons deal with minor psychopathological reactions to surgery and a few, parti- 
cularly those whose surgical work is part of a general or family practice, treat 
the symptoms of some psychoneurotic disorders by means of counselling and/or 
drugs. But, for the most part, the burden not taken up by psychiatry is left to 
general practice. 


Orthopaedic Surgeons 


The general tenor and range of comments by orthopaedic surgeons was very 
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similar. However, to correct any impression that all specialists in metropolitan 
areas find psychiatric services satisfactory, a quote in length from one question- 
naire is included: 


I feel that the psychiatric services in this city (Toronto) are totally inade- 
quate from the point of view of an orthopaedic surgeon. In the large 
general hospital the psychiatrists are usually much too busy to adequately 
examine the patient and give you a proper Opinion as to the patient’s 
condition and his management. Many patients whom you carefully examine 
are often assessed psychiatrically from the foot of the bed and treatment 
suggestions are also often made in the same way. 

I have also found a great reluctance on the part of psychiatrists to accept 
cases at all. This is especially true of places like the Clarke Institute and 
other psychiatrists in practice in the downtown area. My own feeling is that 
the problem is quite acute and an entire reorganization of psychiatric 
services in Ontario is needed. 


Internists 


It is apparent, from their comments, that internists see many more patients with 
significant psychological problems and that (as one would expect) they treat more 
of these patients themselves than do surgeons. In particular, internists frequently 
are presented with the tasks of treating alcoholism; hence, if the physician is 
dealing with the complete patient rather than just with his liver or blood, he must 
look at the psychological and social conditions involved. But unless the practice is 
highly specialized and on an exclusively referral basis, the internist also sees the 
full range of psychoneurotic and psychotic disorders. Internists, like surgeons, 
repeatedly emphasized the need for more psychiatrists in private practice, more 
clinics dispensing individual and group psychotherapy to which they could refer 
patients, better emergency services, and more and better opportunities for con- 
sultations with psychiatrists. Internists were particularly concerned about the need 
for improvement in the amount and quality of follow-up care for patients who 


_ have been discharged from hospital, and for better liaison between themselves and 
_ the hospital with respect to both reports on the progress of patients in hospital 


and discharge reports. A number of internists recommended the further involve- 
ment of psychologists and social workers in mental health as psychotherapists, 
Supporting this recommendation by advocating that such diagnostic and psycho- 
therapeutic services rendered by these professionals should be covered by OMSIP 
or its equivalent. 


Neurologists 


Again, comments by neurologists followed a similar pattern. Some neurologists, 
however, criticized the psychiatrists for not being as knowledgeable as they might 
be about brain physiology. One neurologist criticized the continued, frequent use 
of ECT by psychiatrists, despite evidence of damage to the brain caused by the 
treatment. This criticism raises a major issue, which we will outline here and 
discuss in detail later. The Ontario Psychiatric Association brief states that 
psychiatrists can and do perform a physical examination of patients presenting 
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psychological or psychogenetic symptoms in order to eliminate organic causes 
because they are physicians, whereas clinical psychologists and other mental 
health professionals have neither the technical expertise nor the legal authority 
to do so. But some of the comments by neurologists suggest that, while psychiat- 
rists legally are competent to perform a physical examination leading to a diffe- 
rential diagnosis, they do not always have the technical expertise, either because 
of training deficiencies or because their knowledge of brain physiology and brain 
diseases has not been kept up to date. From the point of view of some neuro- 
logists there is a need for more teamwork, closer cooperation between neurology 
and psychiatry. The recent (January 1965) case of Terrance Greenlaw underlies 
the problem. The twelve-year old boy died of an undiagnosed brain tumor two 
weeks after being released from Peterborough Civic Hospital to undergo psychia- 
tric treatment for headaches and vomiting. In an interview, Dr. H. Kravitz, 
Psychiatrist-in-Chief of the Jewish General Hospital in Montreal, stressed the fact — 
that tumors in a specific region of the brain can cause a psychological depression 
that can easily be diagnosed as psychogenetic. 


Thus, it may be that the conditions under which the psychodynamically 
oriented psychiatrist works in performing psychological therapies are not, in 
practice, intrinsically different from those of the psychodynamically oriented 
psychologist. Through liaison with allied experts such as neurologists, similar 
safeguards should be adopted by psychiatrists. Such, in fact, is the procedure of 
many psychiatrists. 


The problem that no procedure can solve automatically is the identification 
of unusual cases; for unusual cases often do not appear to be unusual and a 
neurological investigation would not necessarily disclose the problem. Nevertheless, 
the need exists for a more thorough examination of the problem of professional 
training, practice and jurisdiction. 


Gynaecologists and Obstetricians 


Comments by gynaecologists and obstetricians also followed the pattern estab- 
lished by the other specialties; those with highly specialized referral practices 
tend to see few and to treat no psychiatric problems. Others report that up to 30 
per cent of their patients have psychoneurotic difficulties. Practice differs widely 
with respect to the extent to which any attempt is made to treat psychoneurotic 
paients. These specialists emphasized the need for marriage counselling services, 
and the need to involve more psychologists and social workers in providing such 
services through community mental health centres. 


In summary, all specialists commented on the need for more psychiatrists, 
especially in private practice, and for more community mental health centres 
offering a diversity of services. The dominant fact that emerged concerning 
current treatment of mental health problems in Ontario was that general practi- 
tioners carry a heavy burden in identifying all kinds of mental illness, performing 
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at least preliminary diagnosis and (insofar as the illness is identified and treated 
at all) treating the bulk of psychoneurotic disorders in the population. 


Mental Health and General Practice 


_ Awareness of Mental Health Problems 


The increase in awareness of mental illness among their patients by general practi- 
_tioners has followed a pattern similar to that of Specialists. Again, we find that 
the Second World War marks a watershed between relatively lower and higher 
levels of awareness, as Table 5.3 shows. 


TABLE 5.3 
Percentage of Patients with an Identified Psychiatric Disorder Seen by 
General Practitioners, Associated with Decade of Training 


! Cases given a_ psychiatric 
| diagnosis as a percentage 
Type of physician Decade of training of all cases 


General practitioners Third 7.8 


Fourth 8.7 
Fifth 16.9 
Sixth 19.9 

Seventh 21.8 


‘Source: C. Hanly, Mental Health Survey: Physicians (Study 3a), 1967. Based on a question- 
naire survey of Ontario general practitioners 


The sudden increase between the fourth and fifth decades appears to be less 
the result of changes in the training of general practitioners than the result of 
changes in the general culture to which every educated person, including the 
general practitioner, is subject. This suggestion is based on the findings of Clute. 
Fifty per cent of the Ontario general practitioners in his study considered that 
their undergraduate education in psychiatry had been unsatisfactory, and that, in 
general, doctors who took some interest in mental health problems in their 
patients were guided in their interventions more by personal life experience than 
by their medical training.! Interviews with a group of medical undergraduates at 
the University of Toronto indicated that the situation has not yet been corrected; 
from the recipient’s point of view, undergraduate education in psychiatry is still 
distinctly inferior to that in other branches of medicine. This situation was thought 
to be highly undesirable by the students interviewed. A survey of the calendars 
of Ontario’s five medical schools indicates that the quality and quantity of 
psychiatric content in the undergraduate medical curriculum is as good at the 
University of Toronto as anywhere, with the possible exception of McMaster 
which has not yet been put thoroughly to the test. The University of Ottawa does 


tot teach enough psychiatry to undergraduates in medicine to warrant inclusion 
of courses in the calendar. 


K. F. Clute, op. cit., pp. 348-350, 352-353. 
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TABLE 5.4 


Comparison of the Numbers of Patients and Services Received According to) 
Psychiatric Diagnosis, Seen by General Practitioners, Psychiatrists and other 
Medical Specialists 


Numbers of psychiatric patients and services (in thousands) | 


Type of physician Character and 
Psychosis Psychoneurosis behaviour disorders 
Patients Services Patients Services Patients Services 
General 
practitioners 2.4 See 33:0 79.4 1.6 3 
General 
surgeons 04 .O7 ne) nS .02 04 
Internists 6 1.0 1.6 az .03 06 | 
Neurologists .O1 A Vy 2 8) .007 .009 
Obstetricians and 
gynaecologists (Op .O7 4 8 ,O1 OZ 
Psychiatrists a 33 4.3 26.8 4 12 


SouRcE: C. Hanly, OMSIP Diagnostic Data Analysis (Study 1), 1967. Based on a computer 
tabulation of diagnostic and service data contained on OMSIP claim cards for the 
period May 1-October 31, 1967. 


Extent of Treatment of Mental Disorders 


Despite this training handicap, it is evident that general practitioners are seeing 
and attempting to treat an increasing variety of mental illnesses. Once the neces- 
sary allowances are made for the inherent limitations of the OMSIP data, this 
extensive involvement of general practitioners in mental health can be clearly 
delineated relative to other types of medical practitioners (see Table 5.4). Our 
analysis is based on the assumption that the factors making for conservatism in 
reporting psychiatric disorders would apply equally, on the average, to all physi- 
cians except psychiatrists. 


These data do not include all patients diagnosed as having a psychiatric 
diagnosis and treated for the diagnosed disorder by the physicians enumerated 
in Table 5.4. Multiservice psychiatric claims are not included, but will be dealt 
with later. It cannot be ascertained how many of the services in the table were 
diagnostic alone and how many were diagnostic plus treatment. Nevertheless, 
where the number of services closely approximates the number of patients, it is 
obvious that, for the most part, the services rendered are diagnostic only. The 
data clearly suggest that the non-psychiatric specialties, as compared with general 
practice, contribute little by way of treatment for mental health problems when 
measured by either of two criteria: the number of patients involved, or the total 
number of services rendered to patients with a psychiatric diagnosis. During the 
six-month period of the study the four non-psychiatric specialties gave approxi- 
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' Alcoholism Other Organic causes | Total 

tients Services Patients Services Patients Services Patients Services 
| 

| .02 05 1.3 O65) 06 09m 3 80 91.2 

| 

| — = 03 04 002 (0048 fali0 1.6 
001 001 04 07 001 0 Tay yar2ss 4.3 
001 .004 04 09 001 001 3 4 
ss — 03 08 .001 .001 iS 9 
009 .010 J 3 01 02 5.5 31.6 


mately 7,200 services to approximately 4,100 patients; psychiatrists gave 31,600 
Services to 5,500 patients; and general practitioners gave 91,200 services to 
_ 38,900 patients. Clearly general practice is carrying the major burden of medi- 
_ cine’s contribution to mental health in the province. 


Particularly striking are the data concerning the most severe and debilitating 
mental illnesses: psychoses, and character and behaviour disorders. General practi- 
_tioners saw 2,400 psychotic illnesses, and 1,600 character and behaviour dis- 
orders during the period of the study, dispensing to each group of patients 5,900 
and 3,700 services respectively. The non-psychiatric specialties together saw 670 
_ psychoses, and 437 character and behaviour disorders, and rendered 1,160 and 
669 services respectively; and psychiatrists saw approximately 700 psychoses, 
and 400 character and behaviour disorders, rendering 3,300 and 1,200 services 
| to each patient group. Thus, general practitioners are carrying also a major share 


of the services to non-hospitalized persons suffering from psychoses and character 
_and behaviour disorders. 


i This tendency is certain to be continued and accelerated because of changes 
that have come about in the treatment of psychosis in hospital. The development 
‘of psychotropic drugs for the treatment of psychotic illnesses has resulted in a 
‘Substantial decrease in the length of stay in hospital for treatable cases. This 
achievement is being largely negated, however, by a corresponding increase in the 
number of re-admissions. If real strides are to be made in the long-term treatment 
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of psychoses, more adequate post-hospital therapeutic management will have to be 
developed. And as these services are developing currently, a large share of the 
problem will certainly fall to general practitioners. 


Data on multiservice OMSIP claims provide information concerning yet 
another aspect of psychiatry in general practice as compared with other medical 
specialties. Multiservice psychiatric claims on the OMSIP file have the disadvan- 
tage of providing no information concerning diagnosis, but the compensating 
advantage of providing information about more intensive long-term treatment. 
Multiservice claims are those that contain a number of services over a period of 
time rendered to a single individual and submitted on a monthly basis by the 
patient or physician to OMSIP. These data, then, provide information concerning 
the extent to which general practitioners, as compared with specialists, are 
involved in intensive treatment programs for mental illness among their patients 
(see Table 5.5). 


TABLE 5.5 
Comparison of General Practitioners with Psychiatrists and other Specialists with 


Respect to Provision of Intensive Long-term Treatment of Mental Disorders 


Psychiatric multiservice Average number of 

Type of physician Patients Services services per patient 
General 

practitioners Sh 74.9 ILRI 
General 

surgeons .O7 9 7.8 
Internists 2 1.8 10.3 
Neurologists 04 = 12.9 
Obstetricians and 

gynaecologists .02 ep 10.5 
Psychiatrists 1.0 16.2 16.2 


SOURCE: C. Hanly, OMSIP Diagnostic Data Analysis (Study 1), 1967. Based on a computer 
tabulation of diagnostic and service data contained on OMSIP claim cards for the 
period May 1-October 31, 1967. 


It emerges that general practitioners in the province treated more than three 
times as many psychiatric illnesses in private practice on an intensive basis as 
psychiatrists (approximately 3,200 as compared with 1,000). Each patient was 
seen twenty-three times on average when in intensive treatment by a general 
practitioner and sixteen times when in intensive treatment by a psychiatrist during 
the six-month period of the study. The contributions of other specialists were 
small in comparison with either general practice or psychiatry. Even when one 
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discounts the patients of the two or three psychoanalysts (who, because of the 
anomalies in the province’s licensing procedures, are classified by OMSIP as 
- general practitioners) whose patients account for an infinitesimal fraction of the 
total, it is clear that general practice already occupies a crucial role in providing 


diagnostic and treatment services in mental health with or without the 
necessary training. 


Finally, the same conclusion is reinforced by the treatment and referral data 


concerning psychiatric problems in our Mental Health Survey: Physicians (see 
Table 5.6). 


i 


TABLE 5.6 


Comparison of the Treatment of Psychiatric Disorders by General Practitioners 
| and Certain Medical Specialties 

ee errnees a NUe on MM RNIN AnD ICAU al dt /) oe vimee Sie lute 
7 Percentage of 


Percentage 
psychiatric problems Percentage of not needing 
treated by psychiatric problems or refusing 
Type of physician physician himself referred to others treatment 
General 
practitioners 88.1 8.7 32 
General 
_ surgeons AG 23.0 5.4 
Internists 76.2 19.8 4.0 
Neurologists 
Obstetricians and 52.4 27.8 19.8 
gynaecologists S28] ied 6.2 


‘ 
Source: C. Hanly, Mental Health Survey: Physicians (Study 3), 1967. Based on a question- 
naire survey of Ontario physicians. 


General practitioners see more psychiatric problems, treat more of these 
patients, and refer fewer of them than any other type of physician, with the sole 
=xception of psychiatrists. 


| 


Treatment Methods 


Accurate information concerning the nature, quality and efficacy of treatment is 
lifficult to obtain. The data concerning treatment methods on the questionnaires 
often appeared impressionistic. Nevertheless, a rather consistent treatment pattern 
*merged in which approximately one-half of the patients were treated with a 
‘ombination of drugs and counselling, one-quarter received drugs only, and one- 
{uarter received counselling only. The major exceptions were neurologists, and 
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obstetricians and gynaecologists, who appear to utilize counselling by itself more 
often than the other physician groups in the sample. Table 5.7 summarizes 


the results. 


TABLE 5.7 
Treatment Methods Used for Psychiatric Disorders by General Practitioners and 
Specialists 
Relative utilization of counselling, drugs and a combination of 


counselling and drugs by the physician in the treatment of 
psychiatric disorder in his own patients (% of patients) 


Type of physician Counselling Drugs Drugs and Counselling 
General 

practitioners 22 29 49 
General 

surgeons 24 28 48 
Internists Pa a 58 
Neurologists 34 15 51 
Obstetricians and 

gynaecologists 44 14 42 


Source: C. Hanly, Mental Health Survey: Physicians (Study 3), 1967. Based on a question- 
naire survey of Ontario physicians. 


Drugs are involved in the treatment of over 75 per cent of these patients, and 
they are used as the unique means of treatment for 50 per cent of them. It was 
not within the competence of this study to evaluate the efficacy of this use of 
drugs for treating mental illness. Psychodynamically oriented psychiatrists take 
the view that the use of drugs serves as a palliative for certain of the symptoms 
of psychoneurotic disorders but does not influence their causes. Drugs may pro- 
vide some relief from the distress of the symptoms and facilitate the management 
of the disorder but will not by themselves bring about a restoration to health. 
If this is true, the contribution of the general practitioner to mental health is rather 
narrowly circumscribed, insofar as he is heavily dependent on the use of drugs 
for treatment purposes. 


The efficacy of counselling depends on three basic factors in the therapist: 
time, attitude and training. Obviously it is very difficult for general practitioners 
to satisfy the first condition. The majority are too busy to spend the necessary 
amount of time with disturbed patients. It would appear from Clute’s work that 
most general practitioners cannot be expected to be challenged by the prospect of 
treating a patient who has a psychiatric problem. Clute’s finding, based on a 
sample of Ontario and Nova Scotia general practitioners, shows a remarkable con- 
sistency of attitude running precisely counter to what one would like to find. For 
example, of forty-four physicians visited, thirty-six found obstetrical cases positively 
enjoyable, seven had no strong reaction, and one found them distasteful. Their 
responses to non-traumatic surgical cases were basically similar. But only two 


~~ 
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physicians found the clinical problems presented by alcoholism enjoyable, whereas 
thirty-one found them distasteful. Four found behaviour problems in children 
enjoyable and seventeen found them distasteful. Twelve found emotional problems 
enjoyable and thirteen found them distasteful.2 It is not surprising that only 7 
per cent of the physicians in Clute’s sample evinced a special professional interest 
in the emotional problems of their patients.? Clute’s comments on the merit of 
the general practitioner’s training and its contribution to his handling of mental 
health problems in his patients is so pertinent that it must be quoted at length. 


It was apparent from discussion with the practitioners that they believed 
that patients with serious mental illnesses should be referred to psychiatrists 
as soon as possible but whether these illnesses were generally recognized, 
we are unable to say. After observing the handling of many patients, we 
were left with the impression that the general practitioners, in dealing with 
their patients’ emotional problems, were basing their practice on their per- 
sonal experience rather than on any professional preparation that they had 
had for such practice. Extremely rare was the physician who attempted to 
gain a clear picture of the particular situation and to explore the under- 
lying causes in more than the most superficial way. Therapy comprised 
sedative drugs and brief, directive advice. It appeared that, apart from 
advice about physical matters, a clergyman or a lawyer, if he had been 
as well disposed as was the doctor and if he had had as many years of 
experience with human problems, would have been able to counsel as 
effectively as most of the practitioners; and some psychiatric social workers 
are probably a good deal more effective at this. In brief, the general practi- 
tioner’s handling of emotional or psychological problems appeared to be 
based on personal, rather than professional qualifications. The vast majority 
of the practitioners gave the impression that they attempted to deal with 
these problems, not because of interest in them, but because the problems 
were wished upon them and were inescapable.4 


It follows that one should not exaggerate the capacity of general practice as 


| it now functions to carry successfully the mental health burden that has been 
forced upon it. Although the following facts do not provide any basis for criticizing 


_Clute’s evaluations (nor are they intended as such), they do provide the basis for 


a somewhat more optimistic outlook. 


| Supplementary Psychiatric Education 


The general practitioners surveyed for this report (Study 3a) were invited to 
-teport any supplementary postgraduate education psychiatry they had received or 


’ 


i 
} 
) 
i 


1 


were receiving. The results are tabulated in Table 5.8 according to the decade in 
which medical training was received. 


A percentage figure very close to Clute’s 7 per cent occurs for the group of 


physicians in the sample who were trained during the second, third and fourth 


2Ibid., p. 232. 
8Ibid., p. 234. 


4Ibid., pp. 306-307. 
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TABLE 5.8 
Postgraduate Education in Psychiatry Among General Practitioners 
Some additional No additional 
psychiatric psychiatric 
Decade of training training training Total 
No. % No. % No. J 
Second, third 
fourth 4 10 36 90 40 100 
Fifth 11 20 45 80 56 100 
Sixth 24 19 101 81 £25 100 
Seventh 5 10 47 90 32 100 
So ee gh fie Eg 8 ee ee 
Total 44 16 229 84 Pegi) 100 


De Re a a i ee 
SourcE: C. Hanly, Mental Health Survey: Physicians (Study 3), 1967. Based on a question- 
naire survey on Ontario general practitioners. 


decades, and for those trained in the seventh. However, those trained in the fifth 
and sixth decades show a substantial difference: in each case about 20 per cent 
of the physicians had taken some additional postgraduate training to help them 
improve their clinical work with mental health problems. The variance from 
Clute’s percentage is really twofold: the measure of interest for our percentage 
is perhaps somewhat more stringent than Clute’s, because it requires a physician 
to have actually taken an additional course of some kind (internship as part of 
the training for general practice being excluded). Even so, the percentage figure 
for the two lowest groups was 10 per cent and for the highest (fifth and sixth 
decades) it was 20 per cent. The first discrepancy could perhaps be accounted 
for by the fact that physicians who were particularly interested in the mental 
health problems of their patients would be more likely to respond to a mailed 
questionnaire and that Clute’s estimate, although more disappointing, is more 
realistic. It would be difficult to explain the second discrepancy (20 per cent) in 
this way. When the population is stratified according to the decade of training, 
a substantially larger group of doctors in the prime years of their practice appear 
to take an active interest in mental problems than Clute’s study would suggest. 


The conclusion provides scant grounds for optimism, however, and does not 
support the proposition that general practice is now in a position to discharge 
effectively the mental health treatment responsibilities thrust upon it by the © 
failure of other professions to keep pace with need. It must be pointed out that, 
although the criteria of interest used above were quite stringent, the criteria of 
what counted as additional postgraduate training were not. They included: regular 
attendance at conferences on mental health, one to two-week special courses on 
mental illness, partial psychiatric residency, having been psychoanalyzed, attend- 
ance at special evening tutorial instruction for general practitioners by psychia- 
trists,> and a period of employment after graduation in a psychiatric clinic or 


5See D. J. McCulloch, op. cit. 
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similar facility. Obviously the training value of these diverse experiences will vary 
considerably. Only one physician mentioned having undertaken a personal 
analysis. A number mentioned attendance at seminars given by psychiatrists and 
organized in Ontario by D. J. McCulloch. These experiences are well calculated 
to correct the major flaw in the psychiatric aspects of general practice noted by 
Clute. Attendance at conferences and courses of one or two weeks’ duration would 
be less likely to do so. 


It must be pointed out that when general practice is considered in relation to 
the prevailing demand, let alone the prevailing need, the proportion of general 
practitioners who combine interest with requisite training is woefully inadequate. 
Furthermore, even with the additional training needed to perform effective psycho- 
therapy, it is not clear that the vast majority of general practitioners will ever 


have the time available to treat the more serious cases. Thus, the time factor 


will set limits on the contributions that future generations of general practitioners 
can make to mental health, even with a better orientation and training than most 
general practitioners now appear to have. 


Remedial Educational Measures 


Medical educators are aware of the problem and a number of steps have been 
taken to remedy inadequacies in the training of physicians now in practice, as 


_ well as to improve and expand the psychiatric, psychodynamic and behavioural 
_ Science content of the undergraduate curriculum. In order to provide some remedy 


for the first problem the College of General Practice has undertaken to support 
any program designed to improve the doctor’s therapeutic skill in dealing with 


emotional illnesses. In 1965 the Ontario Chapter of the College of General 
_ Practice, in cooperation with the Ontario Psychiatric Association and the Uni- 


versity of Toronto, undertook a series of weekly seminars conducted by a psychia- 
trist with approximately six general practitioners in each. These seminars received 
over 200 applicants in 1965, although for geographical reasons only 140 could 
attend. The program has been continued because of its success. Some of its 


benefits are reflected in the data of the questionnaires in the Mental Health 


Survey: Physicians conducted for this report. Unfortunately, this program has 


failed to expand during 1967-1968 and appears to be faltering, not because of 
any lack of interest among general practitioners nor because of lack of psychia- 


tric tutors, but partly because the government has failed to provide the necessary 
financial and organizational support that is needed to place it on a stable per- 
manent footing. In addition Dr. McCulloch who, as Chairman of the Ontario 
Psychiatric Association’s Committee on General Practice Education, provided the 
leadership and drive that initiated the program and saw it through its first two 
years, has retired in order to take up a new post at the University of Toronto. 
It is essential that this and other programs of a similar nature be continued and 
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expanded. As Dr. McCulloch put it, one-day, two-day, or two-week refresher 
courses in psychiatry for physicians are not much good because there is little or — 
nothing there to refresh.® 


The new medical school at McMaster University is seeking to correct the 
situation for the future by providing greater psychiatric content in the under- 
graduate medical curriculum. Traditionally the medical curriculum has been 
dominated by four major clinical subjects: surgery, internal medicine, obstetrics 
and gynaecology, and paediatrics. A quotation from the British Medical Journal 
substantiates this point: “As late as 1960 an international survey submitted to the 
World Health Organization could state that ‘in the United Kingdom and British 
Commonwealth psychiatric teaching in general is still hardly a legitimate part of 
the medical curriculum, in spite of repeated requests for improvement, which 
have come from both faculty and undergraduates.’ ’’? This finding is confirmed 
by interviews with medical students who had had an interest in psychiatry and 
abandoned it after taking the undergraduate course in psychiatry offered at their 
university medical school; it is supported also by psychiatrists who received their 
medical education in Ontario and retained their interest in psychiatry despite 
their undergraduate educational experience, rather than because of it. In 1967 
Britain’s General Medical Council gave psychiatry the status of a major clinical 
subject; but it does not, of course, follow automatically from this that it enjoys 
such a position in the curriculum of the British medical schools at the present 
time. It is reported that the new Nottingham Medical School — described as being 
“unfettered by established traditions and vested interests” — is most likely to 
implement the policy of the General Medical Council effectively and at the 
earliest date.® 


In many respects the new McMaster medical school is in a similar position. 
Under the leadership of N. B. Epstein, who is chairman of the Department of 
Psychiatry, a psychoanalyst and an expert in family therapy, it is hoped that 
psychiatry will achieve its needed place in the education of physicians, especially 
those who plan a career in family practice. 


It is easy to exaggerate the extent to which the kinds of improvement that are 
now afoot in the teaching of psychiatry in the faculties of medicine will solve the 
manpower problem in mental health. McMaster has the advantage of a fresh start 
that psychiatric educators in other centres do not have. It is unlikely that 
educators in the established schools will be able to overcome the inertia inherent 
in long-standing programs and attitudes any more quickly than other university 
faculties and departments. Even if the curriculum is rapidly improved, it is not 
yet clear whether or not it will arrest the trend away from general practice among 


6These observations are based on published works cited above and field interviews with 
Dr. McCulloch. 

7™Teaching the Behavioural Sciences’, British Medical Journal, No. 5572, 1967, p. 123. 

8 bid. 
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medical students. If, however, the introduction of a more thorough education 
in psychological medicine does have this effect, it will have two highly desirable 
results: 1) it will attract into family practice young persons who otherwise would 
have been altogether lost to this much needed area of medical service; 2) it will 
attract into family practice those young persons who are positively oriented 
towards mental health problems in their future patients, and thus will produce 
general practitioners who do not have the defects of attitude discovered by Clute. 
But against these advantages must be balanced the fact that it is not clear how 
deeply involved most general practitioners can become in the treatment, as 
distinct from the identification, of psychiatric disorders without detracting from 
their other necessary medical functions. This will depend in part on how many 
family practitioners can be recruited and trained; but it also depends in part on 
the level of training that can be achieved. It is, therefore, important to define 
more precisely the role of the general practitioner in mental health. 


Role of the General Practitioner in Mental Health 


At the present time specialists typically expect that general practitioners will 
handle the mental health problems of physically ill persons. When a patient is 
referred to a specialist for a consultation which discloses no pathology treatable 
by the technology available to the specialist, the patient will be returned to the 
general practitioner for referral or treatment. This process obviously assigns to 
the general practitioner a crucial role in the identification of mental illnesses and 
disorders, and in the guidance of such patients to proper treatment dispensed 
either by himself or by a specialist in private practice, hospital or clinic, depend- 
ing on the nature of the problem. Although other professionals may be equally 
well placed, no one can be in a better position to perform this service than a 
family practitioner with a solid training in psychological medicine and an estab- 
lished practice in a community. This role is clearly essential, and needs to be 
improved by better education and by the development of adequate services to 
which referrals can be made by general practitioners. 


What is less clear is the nature and extent of treatment by general practi- 
tioners. Certain specific treatment functions appear to be generally accepted as 
falling within the province of general practice. These are the rehabilitation of 
hospitalized patients, the management of patients during their post-hospitalization 
period with a view to preventing relapse, the treatment of long-term psycho- 
Somatic disabilities and addictions, the use of psychodynamically oriented coun- 
Selling for the treatment of minor psychoneurotic and behaviour disorders, the 
utilization of community resources for social amelioration, and the handling of 
psychiatric emergencies. These are enumerated or implied in the description of 
the psychiatric role of the family physician by the College of Family Physicians 


_ of Canada.° They are contained also in the discussion of the role of the general 


*Training in Family Medicine, prepared by the Committee on Advanced Training, the 
College of Family Physicians of Canada, 1967. 
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practitioner in the Eleventh Report of the Expert Committee on Mental Health 
of the World Health Organization.!° 


The General Practitioner’s Limitations 


The same sources clearly place the use of formal psychotherapy (that is, a pro- 
gram of intensive psychological treatment) outside the competence of either the 
adequately prepared general practitioner or the specialist in family practice. 
Although some of the psychiatrists interviewed for this study took the view that 
psychotherapy is an instrument that the general practitioner can use appropriately 
(this view was supported by a majority of the respondents to our questionnaire 
survey of psychiatrists), it appears that psychotherapeutic treatment is best left to 
others, except in the case where the general practitioner has received specialized 
postgraduate training in psychotherapy. Given the need for the whole range of 
therapeutic and diagnostic skills of the general practitioner, it would be uneco- 
nomic to have him heavily involved in this time-consuming work, quite apart 
from any considerations about the adequacy of his training. At present the treat- 
ments most frequently used by general practitioners are pharmacological (sedative 
or stimulant drugs with some use of psychotropic drugs). Psychological treatment 
appears to consist, with some exceptions, of the establishment of a supportive 
relationship with the patient, to which there is sometimes added some interpreta- 
tion and advice. The interpretation usually takes the form of presenting to the 
patient the relationship between the patient’s life habits, relationships, and SOCiO- 
economic conditions and his symptoms. The physician tries to enhance the 
patient’s understanding of the genesis of his distress and provide him with 
enough self-understanding to make the physician’s advice as to what changes 
might produce an improvement at least somewhat useful and effective. What is 
usually absent in even the best counselling, however, is the time, knowledge and 
skill necessary for making psychodynamically significant interpretations that will 
stimulate the kind of psychic change which is the specific benefit of psycho- 


therapy. Without this additional factor any serious psychoneurotic or behaviour — 


disorder will prove to be highly intractable, despite the best intentions and efforts 
of the physician and the patient. Thus, usually only those emotional problems that 
have a major situational component, which the patient— reinforced by the 


physician’s support and an improved understanding — is able to alter himself, will | 


be remedied by the psychological techniques that the general practitioner has at. 


his disposal. 


The frustration and dissatisfaction that many general practitioners experience 
in this area of their practice is not simply the result of inadequate training in 
psychiatry; it is also the result of the nature of the forces in the lives of persons 


with which they have to contend. The more severe psychoneurotic and personality | 


10The Role of the Public Health Officers and General Practitioners in Mental Health Care, 
World Health Organization Technical Report Series, No. 235, New York, 1962, pp. 15-32. 
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problems require more intensive and expert treatment than general or family 
physicians can provide, if they are to continue to provide the other necessary 
medical services needed by the community. Thus, there are intrinsic limits to the 
contributions that general practice can make to mental health. It is unlikely that 
general practitioners will ever become a substitute for psychiatrists, or reduce 
the current and future needs for psychiatric and psychological specialists. To be 
sure, with better integrated services and better prepared general practitioners, 
hospital admissions and re-admissions may be reduced by improved preventive 
and rehabilitative measures. But this gain is likely to be offset by increases in the 
demand for specialist treatment of neurotic and behaviour problems as physicians 
and their patients become more aware of psychological problems and the possi- 
bilities for their treatment. 


Finally, we must remember that these last paragraphs describe what may 
come about in general practice in the next decades; the picture of what is actually 
available to the public at the present time (as drawn by Clute) is not so promising. 
One must not forget Clute’s judgement with regard to psychological therapy that 
“. +. some psychiatric social workers are probably a good deal more effective” 
than general practitioners. This reminds us of the other mental health professions 
and the distinctive contributions they have to make. We are presented, as well, 
with a basic question. If a large number of psychiatric disorders can be treated 
successfully and without any additional hazard to the well-being and health of the 
patient by non-medical therapists, should not the province’s universities be train- 
ing many more clinical psychologists and psychiatric social workers for work in 
hospitals, community clinics and private practice than they now are? The impor- 
tance of this question would be greatly enhanced if it could be established that 
four objectives could be achieved in this way: 1) a more equitable distribution of 
mental health services to the population; 2) the recruitment of more personnel 
who would not otherwise be recruited to the field via medicine; 3) the recruitment 
of more personnel without adversely affecting already scarce necessary services; 
4) the provision of sufficient numbers of mental health professionals so that at 
least existing services could be adequately manned by trained personnel. 


An Injustice in the Current System 


There is, in fact, an injustice inherent in the existing system in which medicine 
dominates the provision of mental health services on a private practice basis. 
This fact emerged from the OMSIP Diagnostic Data Analysis (Study 1). The 
relevant data are presented in Table 5.9. The inequality can be measured in two 
ways: 1) by the percentage of patients receiving treatment from the different 
Socio-economic groups represented by socially assisted, low income and full paying 
OMSIP subscribers; 2) by the average number of treatments received by individuals 
from these socio-economic groups. The first will measure the relative success of 
lower and higher income groups in competing for specialist services in mental 
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TABLE 5.9 
Comparison of Psychiatric Treatment Patterns Associated with Three 
Socio-economic Groupings of OHSIP Subscribers 
(Single Service Claims) 


Socio-economic grouping of patients with a psychiatric disorder 


Socially assisted Low income Full paying 
Type of physician patients patients patients 
Average Average Average 
no. of no. of no. of 
services % services % services % 
General 
practitioners 3 34 4 42 4.5 24 
Psychiatrists S18) 19 6.5 oul 8 50 
Composition 
of study 
population 28 46 26 
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SouRCcE: C. Hanly, OMSIP Diagnostic Data (Study 1), 1967. Based on a computer tabulation 
of diagnostic and service data contained in OMSIP claim cards in the period May 
1-October 31, 1967. 


health. The second will measure the amount of service an individual from one of 
these groups can command relative to individuals from other groups. 


It is clear from the OMSIP data that the biblical law — “to him that hath it — 


shall be given” — applies to the distribution of specialized psychiatric services in 
mental health. The last horizontal column gives the actual socio-economic com- 
position of the study population. It defines a population in which 28 per cent 
are welfare, 46 per cent are assisted, and 26 per cent are full paying. Assuming 
a uniform distribution of psychiatric disorders, the percentages of psychiatric 
cases treated by general practitioners and psychiatrists would closely approximate 
the percentages for the socio-economic composition of the study population, if 


the services in question were equitably distributed. They are not so distributed. | 


The two percentage figures are approximate for general practitioners. But they 
are highly divergent for psychiatry. The study population has only 26 per cent 


full paying members, by 50 per cent of the psychiatrists’ services are rendered to 


full paying OMSIP subscribers. The study population has 28 per cent socially 


assisted members but only 19 per cent of the psychiatrists’ services are rendered 
to socially assisted OMSIP subscribers. Similarly, 46 per cent of the study popula-_ 
tion are low income patients, but only 31 per cent of the patients of psychiatrists — 


are low income OMSIP subscribers. 


Turning to the amount of service given to individuals in these socio-economic _ 
groups, we find a similar bias. More general practice care is given to patients as — 
one moves up the socio-economic ladder. Socially assisted patients receive on the — 
average three services, low income receive four, and full paying receive four and 


| 


) 


| 
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TABLE 5.10 


Comparison of Psychiatric Treatment Patterns Associated with Three 
Socio-economic Groupings of OMSIP Subscribers 
(Multiservice Claims) 


Socio-economic grouping of patients with a psychiatric disorder 


Socially assisted Low income Full paying 
Type of physician patients patients patients 
Average Average Average 
no. of no. of no. of 
services % services % services % 
General 
practitioners US 30 2305 aA 2035 26 
Psychiatrists 12 19 15 31 18 50 
Composition 
of study 
population 28 46 26 


Source: C. Hanly, OMSIP Diagnostic Data Analysis (Study 1), 1967. Based on a computer 


tabulation of diagnostic and service data contained on OMSIP claim cards for the 
period May 1-October 31, 1967. 


ne halt from general practitioners. This bias is much stronger in psychiatry — 
socially assisted patients receiving, on the average, five and one-half services per 
patient, low income receiving six and one-half, and full paying receiving eight 
services. Consequently, the full paying patients also receive the best treatment 
and command considerably more than 50 per cent of treatment services from 
psychiatrists. 


Fssentially the same pattern is reflected in the analysis of multiservice 


psychiatric claims. As already pointed out, the multiservice psychiatric claim 


refers to a relatively intensive program of treatment in which several services per 
‘Month are involved resulting in monthly billing of the patient. 


OMSIP, which provides for the best coverage of psychiatric services of any 


insurance scheme in existence, will rectify this situation in principle. But it will 
do so, in fact, only if four conditions prevail which do not now exist: 1) if there 
are enough psychiatrists to provide specialist services to all who need them; 2) 
if psychiatrists choose to treat patients irrespective of their socio-economic back- 
ground and education; 3) if the public is able and prepared to support the costs 


| involved in the expansion of the supply of psychiatrists; 4) if the poor become as 

well educated as the well-to-do about health resources and their use. It is the 
| difficulties involved in all four of these conditions that makes it so important to 
‘Consider seriously what other alternatives we have for training specialists in 
‘psychological medicine who could offer widely needed non-medical mental health 
Services. 
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Conclusion 


The detailed examination of the training and contributions of physicians other 
than psychiatrists has confirmed the conclusions of Chapter 4 with regard to the 
principle governing collaboration between doctors and non-medical psycho- 
therapists. It also confirms the concept of psychotherapy as an interdisciplinary 
(interprofessional) service which should not be associated with medicine per se, | 
and not at all with general practice per se, as it now is by OMSIP. Further, it 
confirms the view that physicians and medical specialists other than psychiatrists 
are not, as such, adequately prepared to supervise the diagnostic and therapeutic 
work of non-medical psychotherapists. 


The argument of this chapter supports the view that it is very unlikely that 
medicine (general and family practice, and psychiatry) will ever be able to provide 
quantitatively and qualitatively adequate mental health services equitably to those’ 
in need. A major role of general practitioners and non-psychiatric specialists in 
substantially improved mental health resources would appear to be that of the 
source of referral to, and medical collaboration with, non-medical psycho- 


therapists. 


Despite the obvious merits of OMSIP, which should not be lost in any modi- 
fication of its provisions, as A. H. Leighton, an eminent American psychiatrist, 
said, “What we now need is good five dollar psychotherapy.” 


Chapter 6 Psychoanalysis 


Current Nature and Scope of Psychoanalysis in Ontario 


There are nineteen psychoanalysts in Ontario. Of these thirteen are located in 
Toronto, one in Kingston, one in Ottawa and four in Hamilton. Perhaps no more 
than thirteen or fourteen of them are full-time or nearly full-time therapists in 
private practice. Three psychoanalysts (Boag, Hunter and Epstein) are chairmen 
of Departments of Psychiatry (at Queen’s, Toronto and McMaster universities 
_Tespectively). Most, if not all psychoanalysts, commit part of their time to the 
_ education of other mental health professionals, especially psychiatrists. Because of 
the privacy it offers, private practice is found by most psychoanalysts to be the 
| best environment for psychoanalysis. They treat severely disturbed neurotic 
patients, for the most part, on an intensive long-term basis (four to five sessions 
per week of one-hour duration for periods of two to five years). 


| Although Ontario has only nineteen psychoanalysts, the rate of increase has 
| accelerated sharply in the last ten years. In 1954, when the Canadian Psycho- 
analytic Society was being formed, Ontario had only one psychoanalyst. However, 
| the psychoanalysts interviewed estimated that there is a need for approximately 
100 psychoanalysts in Ontario for front-line therapeutic work, to which may be 
added those who are needed for administration, research and teaching. 

| 
| The prospects for the future are brightened by two factors. There are sufficient 
numbers of training analysts in Ontario to mobilize a training program for psycho- 
analysts in Ontario. The program will get under way in the autumn of 1969. (In 
order to qualify as a training analyst, a psychoanalyst must have been a member 
of the Society for five years and have passed a special examination or have 
achieved equivalent standing in a Society or Association recognized by the 
‘International Psychoanalytic Association.) Prior to this new development for 
psychoanalysis in Toronto and Hamilton, the only centre for psychoanalytic 
training in Canada has been Montreal. 


An Historical Note 


Psychoanalysis has occupied, and continues to occupy, a crucial place in mental 
health, for essentially two reasons. First, by his discovery of psychoanalysis, Freud 
placed therapeutic psychology on a scientific footing for the first time and 
‘Simultaneously created a new therapeutic technique. Freud’s method of free 
association provided both a new method of observing the underlying forces that 
determine human personality and behaviour, and a treatment method that proved 


(23 
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efficacious in the resolution of neurotic disorders.! Freud’s discoveries lie at the 
origin of the immense development of psychodynamic therapies in psychiatry and 
psychology during this century. Second, Freud found psychoanalysis to be essen- 
tially an interdisciplinary science and an interprofessional diagnostic and treatment 
service. Therefore, in principle (although not, unfortunately, always as a matter 
of historical fact) psychoanalysis can function as the foundation for the necessary | 
theoretical, practical and professional intercommunication and cooperation between 
medicine and the non-medical disciplines that is so much needed at every level 
and in every aspect of mental health. 


Contributions of Psychoanalysis to Mental Health 


Psychoanalysis appears to make three basic contributions to mental health. First, 
it provides the most essential component of the theoretical foundations of all 
aspects of psychological medicine. Consequently, it has an important teaching 
function in relation to all of the mental health professions. Second, it provides a 
scientific technique for making psychodynamically significant observations by 
means of which further theoretical and practical knowledge can be gained. 
Consequently, it has an important research function. Third, it provides a special 
type of psychological therapy for the treatment of severe psychoneurotic disorders. | 
Thus, in varying degrees, psychoanalysis is essential to psychiatry, clinical 
psychology, psychiatric social work, and the psychiatric component of family 
medicine. However, psychoanalysis is itself a distinct and separate discipline, and 
it is practised by a distinct and separate profession. This fact is not well understood © 
even by the university-educated public. 


Misconceptions about Psychoanalysis 


There are two prevalent confusions concerning psychoanalytic practice and the 
psychoanalytic practitioner. Some people believe that anyone who is a psychia- 
trist is also a psychoanalyst and competent to psychoanalyze a patient; others 
believe that any non-medical person who is involved in psychological counselling 
and who listens to a client’s intimate, emotional self-revelations is practising 
psychoanalysis. Neither of these ideas is correct. The fact that they are prevalent 
is a clear indication of the confusion in the public mind about psychoanalysis 

and the specific scientific and therapeutic resources it has to offer. 


This confusion is not always limited to the public. Some psychiatrists — 
cooperate with it by failing to make clear to their patients the difference between 
psychotherapy and psychoanalysis, and by failing to always make it clear that a 
psychiatrist, per se, has not been trained to perform psychoanalysis. The confusion 
is encouraged also by non-medical professionals, such as psychologists and social — 
workers, who in their work with patients cooperate passively or actively with this — 


1F, Alexander, M.D. and Helen Ross, The Impact of Freudian Psychiatry, Doubleday, New — 
York, 1961, pp. 1-33. | 
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misunderstanding. The fact is that a psychiatrist, a physician, a psychologist or a 
social worker may be a psychoanalyst; but in order to be a psychoanalyst he 
must have undertaken a highly specialized, intensive training program and have 
mastered a specialized treatment and research technique. Anyone, including a 
psychiatrist, who attempts to practise psychoanalysis without such training is 
acting irresponsibly and inappropriately. 


The situation in this respect appears to be much better in Ontario than it is in 
the United States. A United States survey of psychiatrists revealed that many more 
psychiatrists claimed to provide psychoanalytic treatment to their patients than 
were psychoanalytically trained. In contrast, among the respondents to the 
questionnaire sent to Ontario’s psychiatrists (Study 2) in connection with this 


_ Teport, there were only two psychiatrists who reported treating patients by means 
_ of psychoanalysis who did not also report having received psychoanalytic training. 
The field research did not uncover any cases of qualified social workers or 


registered psychologists who were attempting to practise psychoanalysis. Some 
evidence of untrained persons claiming to practise a form of psychoanalysis 


_ was presented, but could not be vertified because the individuals in question refused 


to be questioned on matters of practice or training. 


Nevertheless, psychoanalysts in Ontario have consultations, from time to time, 
with patients who believe that they have been receiving psychoanalytic treatment 
from a psychiatrist, psychologist or other person, who, it turns out, is not trained 


to carry out psychoanalysis. Psychoanalysis is the most intensive form of psycho- 


f 
] 
} 
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logical therapy. In the hands of a skilled therapist it can bring great benefits to 
persons who are handicapped by severe psychic disturbances. In the hands of an 
incompetent it can do damage. With the advent of OMSIP it becomes all the 
more important that the public be fully aware of the nature of different specialties 
and the services they can render, if these services are to be responsibly used by 
people in need of help. 


A Terminological Problem 


Central to the question of licensing psychoanalyists, there is a terminological 
problem that reflects a substantive issue. There are a variety of different “psycho- 


analytic” theories with different approaches to treatment derived from them. Adler, 
_Jung, Binswanger and others have all adopted the term to describe their theoretical 
postulates and therapeutic procedures. Consequently, the question arises when 
| one is considering legislation on licensing as to what group or groups should be 


) 
j 


| 
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} 
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entitled to use the term and to be publicly recognized as legal practitioners of the 
therapy. There are decisive arguments for granting Freudian psychoanalysts 
exclusive right to its use: 1) Freud invented the term and applied it to a specific 
theory and a specific therapeutic procedure; 2) this theory and therapy with 
modifications and additions made in the light of further observations, but without 
the basic departures of psychologists or psychiatrists such as Adler, Jung or 
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Binswanger, has been adopted and is being practised by large numbers of 
Freudian analysts throughout the world and in Canada. 


This question was thoroughly investigated by a special committee of the 
British Medical Council which reported in 1923. In the years that have intervened 
since that report, nothing fundamentally new has arisen to alter the situation. 
Existential psychoanalysis has been invented and the term “psychoanalysis” has 
undergone further expansion of use, but the principle at issue is the same now as 
then. The essential finding of the Psychoanalysis Committee was as follows: 


Psychoanalysis is a term now used in two ways:— 
(i) in a loose popular sense hardly capable of description or definition so 
wide is its extension. 


(ii) in the strict sense of the technique devised by Freud, who first used 
the term, and the theory which he has built upon his work. 

It is accordingly recognized that in any scientific enquiry into the matter the 
claims of Freud and his followers to the use and definition of the term are 
just and must be respected.” 


This report has found no convincing reason to modify or alter the finding of 
the British Medical Council. 


The Licensing of Psychoanalysts 


The licensing of psychoanalysts requires an examining, certifying and licensing 
body. The distinct nature of psychoanalysis dictates that psychoanalysts and not 
any other mental health professions form such bodies. A psychoanalyst may be, 
but need not be, a psychiatrist; conversely a psychiatrist need not be, but may 
be, a psychoanalyst. Psychiatry is a medical specialty, whereas psychoanalysis 
per se is not, because a psychoanalyst need not have any medical training. Some 
of Ontario’s psychoanalysts are certified psychiatrists; others have come to psycho- 
analysis via some other medical specialty; yet others are physicians without a 
medical specialty at all; and one has a background in clinical psychology. Training 
in psychiatry is not deemed to be a prerequisite for psychoanalytic training, and 
psychiatric training and qualifications are so different from their psychoanalytic 
counterparts that no psychiatrist, per se, would be in a position to fulfil the 
responsibilities involved in examining, certifying, and accrediting psychoanalysts. 
Moreover, some psychiatrists have a hostile disposition towards psychoanalysis 
(Table 4.4) grounded in or rationalized by the organicist hypothesis.* This hostility 
is shared by some psychologists as well. These attitudes will be examined in 
more detail subsequently, but their existence requires that any legislation establish- 
ing examining and certifying institutions should be based on the recognition that 
psychoanalysis is a distinct and separate profession which can be properly 
regulated only by itself. 


2The Supplement to the British Medical Journal, Appendix II, June 1923, p. 270. 
3Ibid., p. 5. For a detailed statement of some of the basic theoretical and therapeutic issues 
see also, ibid., pp. 262-270. | 
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A second consideration is, if anything, more important. Psychiatry is a 
medical discipline, whereas psychoanalysis is not. Psychoanalysis was discovered 
by a physician, but its discoverer did not find psychoanalysis to be theoretically 
or technically dependent on medicine except in one specific respect. Freud formu- 
lated the distinction between medicine and psychoanalysis essentially as follows: 


1) The basic concepts and hypothesis upon which the science of 
psychoanalysis is built are psychological rather than physiological 
in nature. 

2) The method by means of which psychoanalytic hypotheses are 
verified or falsified — the observation of processes of free associa- 
tion — also is psychological. 

3) Psychoanalytic treatment does not involve the use of drugs or any 

other physical instruments or procedures; on the contrary, it is 
based on an exchange of information between patient and analyst 
in the context of a specific psychological relationship. 

4) Psychoanalysts should have some medical knowledge, but they 
also need to be knowledgeable in such fields as cultural anthro- 
pology and literature, which form no part of the medical curriculum. 


The one point at which psychoanalysis and medicine are necessarily inter- 
dependent is in the diagnosis of disorders 1) when it is necessary to determine 
what, if any, role organic determinants may be playing in the causation of 
_ psychological symptoms; and 2) when there is a concomitant physical illness. 
| The need for a differential diagnosis arises in the most obvious way prior to 
treatment, since treatment must be based on it; but it may arise again during the 
course of treatment. The only person competent to perform a differential diagnosis 
of this kind is a physician. Freud points out, however, that it is not in the best 
interests of the analysis of a patient if, when the need for an investigation of 
possible organic determinants of an illness arises during treatment, the physician 
_analyst performs the investigation himself, even if he is qualified by training to 
do so. Additionally, the referral of a patient in such circumstances to a non- 
analytic physician would act as a safeguard against any tendency in the analytic 
physician to underestimate organic determinants of the illness. Consequently, 
Freud took the view that even when the analyst is medically trained, the specific 
demands of his analytic work require the maintenance of a differentiation in 
‘practice between psychoanalysis and medicine. For these interrelated reasons 
Freud stated that psychoanalysis is not a medical specialty. It is a distinct body 
of psychological knowledge linked to medicine and, in a very special way, to 
psychological therapies in psychiatry. But psychoanalytic knowledge also has 
applications to clinical psychology, psychiatric social work, and education. And 
it has theoretical applications in the humanities and social sciences. Any legislation 
‘concerning the training and licensing of psychoanalysts should take these facts 
fully into account. 


“48. Freud, The Question of Lay Analysis, University of Chicago Press, Chicago, 1964. 
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Historical Relationship Between Psychoanalysis and Medicine 


The considerations above are more theoretical than historical. Historically, the 
development of the relationship between psychoanalysis and medicine has not 
always followed the path recommended by Freud. 


In the United States 


In the United States medicine took possession of psychoanalysis. The American 
Psychoanalytic Association will not train anyone who does not hold a medical 
degree to practise psychoanalysis as a therapist. Non-medical analysts are trained, 
but their applications of their analytical training must be restricted to theoretical 
work and teaching. No non-medical analyst who is a member of the American 
Psychoanalytic Association may diagnose or treat anyone suffering from any 
type of mental illness. 


A senior Canadian psychoanalyst has pointed out an anomaly in the situation 
produced by this regulation. In order to become a psychoanalyst, it is necessary 
to undergo a personal analysis. This analysis is called a training analysis, but the 
training analysis usually has to take the form of a personal analysis designed to 


correct psychopathology in the trainee. In other words, such analyses are usually | 


therapeutic as well as didactic. The training analysis may be conducted by a 
senior non-medical analyst, some of whom are among the most expert analysts 
in the United States. Thus, a person who is accepted as having the superior 
qualities required of the analyst who trains other persons to treat patients is, 
nevertheless, debarred from treating patients himself. According to the American 
analysts interviewed, the principal reason for the decision of the medical analysts 
in the United States to establish a monopoly on psychoanalysis (as a treatment) 
was the existence and increase of psychoanalytic quacks who were seen as 
endangering the public and the reputation of psychoanalysis. 


The view of the relationship between psychoanalysis and medicine on which 
the American Psychoanalytic Association is based has not gained recognition in 
legislation, and in several places psychoanalytic training institutes have been 
formed which train medical and non-medical persons to perform psychoanalysis. 
An example of such an institute is the William Alansen White Institute in New 


York. Its Fellows and training and supervising analysts include both M.D.’s and_ 


Ph.D.’s. They provide a Certificate Program in Psychoanalysis which is open to 
qualified psychiatrists and qualified psychologists with a Ph.D. degree in clinical 
psychology. The William Alansen White Institute, affiliated with the American 
Academy of Psychoanalysis, was established in 1964 under the New York State 
Educational Law as a non-profit Educational Corporation. It has associated 
clinical services that provide psychoanalysis, psychotherapy, social work counsel- 
ling, and a diagnostic service for the early detection of learning disabilities. The 
clinical services have been approved by the New York State Department of 
Mental Hygiene. The existence of other Institutes that offer a much lesser quality 
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of training than does the William Alansen White Institute, and in which medical 
analysts have no real involvement, provides a strong argument against the 
American pattern; for it has created a situation that favours rather than dis- 
courages the growth of maverick and quack training institutes and clinics. 


In Canada 


The development of psychoanalysis in Canada has followed a different pattern 
based on the principles set down by Freud. The Canadian Psychoanalytic 
Society was incorporated in 1955. In 1957, under the sponsorship of the British 
Psychoanalytical Society, it became a Component Society of the International 
Psychoanalytical Association. As a result of this affiliation to the International 
Psychoanalytical Association, the Canadian Psychoanalytic Society acquired the 
responsibility of regulating the practice of psychoanalysis in Canada and of training 
Canadian psychoanalysts. From its inception in Canada the major centre for 
psychoanalysis has been Montreal. In 1954 the Department of Psychiatry in 
McGill University’s Medical School sponsored a provisional psychoanalytic train- 
ing program. In 1957 a Committee on Education was established to decide on 
matters of curriculum and on regulations relating to psychoanalytic training. 
Finally, in 1960 the Canadian Psychoanalytic Society established the Canadian 
Institute of Psychoanalysis. The responsibility for the training of psychoanalysts 
in Canada was delegated to the Institute by the Society; the Society retains the 
responsibility for regulating the practice of psychoanalysis. 


The principle upon which the Institute selects candidates for training is con- 
tained in the statement of Prerequisites for Candidates in the Institute’s calendar. 
While the Institute reserves to itself the right to accept for training candi- 
dates with exceptional gifts outside the formal academic standards, admis- 
sion is usually restricted to candidates who hold a degree in medicine or a 
relevant subject (psychology, education, nursing, sociology, humanities, 
etc.) and who, by their work in the field of their activity, have shown 
indications of developing an increasing interest in the relationship of 

individuals.® 


This statement is premised on the assumption that psychoanalysis is an inter- 
disciplinary science for the understanding and practice of which medicine is 
not a necessary prerequisite. Medicine is a possible prerequisite, along with 
other academic and professional disciplines, psychological and social sciences, 
and humanities. 


Advantages of the Canadian Approach 


In one respect the training of psychoanalysts is uniquely the concern of psycho- 
analysts, since they are the only persons who are sufficiently knowledgeable to 
have an informed concern. Public interest arises, however, when an essential 
public service is at issue, as is the case with psychoanalysis. 


Canadian Institute of Psychoanalysis Training Programme, p. 3. 
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This interest clearly supports the principles of psychoanalytic training as it is 
now constituted in Canada. First, American experience has demonstrated that 
the exclusive supervision of psychoanalysis by medicine has not inhibited the 
growth of maverick psychoanalytic groups which provide a lesser, an inadequate, 
or a deleterious service to the public; nor has it prevented the practice of psycho- 
analytic quacks. Second, at a time in the development of society when there is a 
greater need for psychoanalysis than can be provided by the practitioners now 
available, it is undesirable to draw professional resources exclusively from the 
medical profession, which is already in dangerously short supply, unless medical 
expertise is absolutely essential to it. As has been shown, this is not the case. 
To be sure, it is desirable that many psychoanalysts have medical training; but 
it is not necessary, and it is undesirable, according to Freud, that all should. 
Recruitment of suitable persons from non-medical disciplines and professions 
would have the obvious social advantage of increasing the mental health resources 
of the province without drawing on badly needed medical services. Third, the 
overall long-term advancement of society and the well-being of people depends 
largely on the growth of knowledge and its progressive application to the problems 
of life and living. Consequently, it is important that psychoanalytic knowledge 
become increasingly available to people in a variety of scientific and educational 
contexts. Such a development will be served best by the active involvement of 
non-medical professionals in the advancement of psychoanalysis, and in its 
application to individual and collective human problems. For these reasons it is 
important that any legislation bearing on psychoanalysis should not alter the 
course of development on which psychoanalysis has embarked in Canada under 
the auspices of the Canadian Psychoanalytic Society and its training institute. 


Formal Relationship Between Psychoanalysis and Medicine 


How does psychoanalysis as practised in Canada cope with the crucial problem 
of differential diagnosis and the necessity of its being performed by a physician? 
The principle governing the practice of non-medical analysts is set out in the 
calendar of the Psychoanalytic Institute under a paragraph entitled “Obligation”. 
It is of such importance to a basic issue of the entire report that it is quoted 
in its entirety. 


All students are required to sign an obligation not to call themselves or 
permit themselves to be advertised as being psychoanalysts until they have 
completed the course of training to the satisfaction of the Training Com- 
mittee. Before a non-medical person is accepted for training, he is required 
to pledge himself never to, nor claim himself to be competent to, diagnose 
the nature of a person’s illness or to advise treatment by psychoanalysis; 
and following election to membership to treat only those patients by psycho- 
analysis who are referred to him for psychoanalytic treatment by a licensed 
medical practitioner, with whom or with whose successor, he promises to 
co-operate during the duration of the treatment.® 


8 bid. 
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This regulation spells out clearly the nature of the relationship to medicine 
and medical expertise that makes it possible for a non-medical practitioner to 
bring the benefits of psychoanalysis to the public, while at the same time maintain- 
ing the safeguards that medicine alone can provide. The practice rests on the 
cornerstone of interprofessional cooperation and an appreciation of limits of 
competence. The principle used by psychoanalysis to regulate the relationship 
between medical and non-medical practitioners within psychoanalysis is one that 
can be usefully generalized to the other areas of mental health. In particular, as 
suggested in Chapter 4, the psychoanalytic regulation provides a model for a 
working relationship between physicians and non-medical psychotherapists. 


Psychoanalysis as a Medical Specialty 


Because of its interdisciplinary nature, it would be inappropriate for psychoanalysis 
to become a medical specialty in exactly the same way in which psychiatry is. 
On the other hand, it is a therapeutic specialty of equal stature with psychiatry 
by any scientific, training, professional or service criteria. Consequently psycho- 
analysis should be recognized as a specialty on an equal footing with the medical 
specialties, but altogether independent of them. 


It is desirable to have a procedure whereby any physician who is also a 
qualified psychoanalyst could be accredited as a specialist by the Royal College. 
But any formula for achieving this objective should safeguard the independence 
of psychoanalysis with respect to the training and regulation of psychoanalysts 
and the right of any psychoanalyst, whether or not his background is medical, to 
practise psychoanalysis. It is correspondingly desirable to have a procedure 
whereby any physician who is also a qualified psychoanalyst can be licensed as a 
medical specialist in Ontario. 


Psychoanalytic Education and Training 


Psychoanalytic education is, at the moment, a completely private matter, legally, 
institutionally and economically. There is no statute establishing a psychoanalytic 
training institute in Ontario; the first training program in Ontario has been 
organized only recently. No public funds support psychoanalytic education. 


This situation has certain inherent advantages. When it is organized privately, 
psychoanalytic education cannot be hampered by the bureaucratic inertia and 
philosophical fixations of tradition-bound universities. The public is spared the 
burden of subsidizing the training of a professional group. The individual who is 
receiving psychoanalytic training arranges for training analysis and case supervision 
on a private contractual basis with a training analyst; seminar and lecture courses 
are provided by the Canadian Institute of Psychoanalysis. Student fees cover the 
administrative and teaching costs involved; thus, the cost of training is borne 
entirely by the student. This cost is in the range of $25,000 to $30,000 per 
student. The major cost is the training analysis, which costs about $25,000. 
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Similarly, because of the special nature of psychoanalytic research (research and 
therapy coincide), the advancement of knowledge in this field is subsidized, except © 
for trivial amounts, by psychoanalysts themselves and by their patients from 
whom they receive payment for treatment. 


Some disadvantages may accrue from the existing system. Psychoanalysis is 
unlikely to have the full impact it should have on the faculties of medicine and the 
arts and science faculties, if psychoanalytic education remains entirely outside 
the universities. 


To be sure, this disadvantage does not affect medicine quite as directly as 
other university faculties. As has been already pointed out, for some time, psycho- 
analysts have been making substantial contributions to psychiatric training. It may 
be that the advantage of independence without its disadvantages can be maximized 
in this way as far as the medical faculties are concerned. But because of the 
isolation of medicine from the humanities and social sciences, it is unlikely that 
psychoanalysis will have the impact throughout the university that it should 
have, if it is permanently limited to medicine via psychiatry. The same approach 
might be taken to the humanities and social sciences by the appointment of 
psychoanalysts to other university departments. A step in this direction has been 
taken at the University of Toronto with the appointment of I. Schiffer, one of 
Toronto’s leading analysts, to the Department of Political Economy. 


The cost of psychoanalytic education in the absence of public support acts 
as a deterrent to the recruitment of trainees and exerts a strong pressure against 
non-medical analysts. In order to shoulder the financial burden involved, a 
student must either be independently wealthy or have already established a highly 
successful professional career. But this very condition is a deterrent to undertaking 
the further step of psychoanalytic training by those who might otherwise be 
interested, once they have the means to do so. Furthermore, a highly successful 
professional career as measured by earnings is much more readily available to 
the medical practitioner than to most other professionals. Consequently, the 
absence of public support for psychoanalytic education creates a strong pressure 
against the recruitment of non-medical professionals to psychoanalysis. 


Although basic psychoanalytic research is conducted only through the psycho- 
analysis of persons using the technique of free association, there is, in addition, 
the rapidly expanding field of general public education in psychodynamics and 
personality development, and the application of psychoanalytic discoveries to the 
social sciences and the humanities. Leadership in this area of psychoanalytic 
education and research in Ontario has been given by I. Schiffer, through the 
establishment of the Toronto Psychoanalytic Forum of the Humanities. The 
Psychoanalytic Forum has open meetings during the academic term. The meet- 
ings — attended by social scientists, humanists, psychiatrists, psychologists, theo- 
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logians and interested members of the public — take the form of informal research 
and discussion seminars. Again this development is a private undertaking at 
private cost. 


Is there any new type of development that might resolve some of the 
difficulties and limitations inherent in the present situation? One possibility would 
be the formation of University Centres for Psychoanalytic Studies to which psycho- 
analysts could be appointed. These centres could be formally independent of 
both the medical faculties and faculties of arts and science, but related to them 
by providing instruction in psychoanalysis as needed by students in these and 
other university faculties (such as social work and law). They could function 
also as training centres for candidates in psychoanalysis and centres for psycho- 
analytic research. The incorporation of psychoanalysis into the university com- 
munities in this way would be likely to have numerous reciprocal scientific and 
educational benefits.? It would create a mechanism for the provision of public 
funds for psychoanalytic education and research, and thus bring about equity 
of treatment vis-a-vis other professional training programs (such as psychiatry 
and clinical psychology) which are now publicly supported. It would help remove 
the financial cause of the privileged access of medical practitioners to psycho- 
analytic training and thus facilitate the growth of psychoanalysis in the direction 
of a truly interdisciplinary mental health profession. This could do much to 
foster the kind of cooperation between medical and non-medical professionals 
that is desperately needed in the field of mental health. 


Extent of Non-medical Psychoanalysis in Ontario 


Although psychoanalysis in Ontario is, in principle, an interdisciplinary profession 
involving physicians, psychologists and others, there is, in fact, only one psycho- 
analyst in Ontario who is not a medical doctor. D. L. Bhandari, a Ph.D. in 


_ psychology and a registered psychologist as well as a psychoanalyst, is in charge 


of diagnostic psychological testing at Queensway General Hospital where he also 


does some individual and group psychotherapy. He conducts a part-time private 
_ practice. Dr. Bhandari received his training in psychoanalysis in England. 


There appear to be three factors that will act in resistance to the needed 
increase in the number of non-medical psychoanalysts. First, there is some 


_Teluctance on the part of Canadian psychoanalysts to train non-medical analysts, 
in part because (other qualifications being equal and training facilities being 


limited) a medically trained candidate is preferred; and in part because a few 
Canadian analysts share the opinion of their American colleagues that non- 
medical analysts should not be permitted to treat patients. Second, there is a 
| general resistance to non-medical analysts among doctors based on ignorance, a 


-Monopolistic attitude towards healing services, and prejudice against psycho- 


} 


| 
| 


Freud has pointed out these benefits in his article, “On the Teaching of Psycho-analysis in 


the Universities,” Standard Edition, Vol. XVII, p. 173. 


134 Psychoanalysis 


analysis. This resistance limits the number of referrals to a non-medical analyst. 
Because of the condition under which he must practise (which has already been 
discussed above), the non-medical analyst is dependent on the knowledge, good- 
will and cooperation of physicians. Physicians, in general, are not remarkable for 
any of these qualities as far as psychoanalysts are concerned, medical or non- 
medical. Third, medical practitioners have been granted a monopoly on the 
province’s publicly supported medical insurance plan. Under it, psychoanalytic 
treatments are insured only indirectly and not as such, since they come under 
the generic category of psychotherapy. The amount of insurance coverage is 
based, not on training qualifications and the nature of the service, but on the 
professional classification of the practitioner. Thus, if the practitioner is a specialist 
in psychiatry, his psychoanalytic treatments are insured at the specialist rate; if 
the practitioner is a physician but not a psychiatrist, his psychoanalytic treatments 
are insured at the general practitioner’s rate, which is less; if the practitioner is 
not a physician, his psychoanalytic treatment is not covered at all. Clearly, the 
non-medical psychoanalyst is placed at a real disadvantage relative to other 
psychoanalysts, since his patients are denied the benefit of the insurance scheme, 
even though from a scientific point of view there is no difference in the nature of 
the service received. 


These factors will inhibit the growth of a strong corps of highly skilled 
non-medical psychoanalysts. 


Anomalies in the OMSIP Provision Concerning Psychoanalysis 


It is worth pausing to consider some of the anomalies inherent in the OMSIP 
coverage for mental health services which arise from its being based on profes- 
sional rather than scientific principles. There are at least three. First, a general 
practitioner or a psychiatrist who has no psychoanalytic training could undertake 
to give psychoanalytic treatment and be remunerated for it by OMSIP, although 
he would be engaging in quackery, while the patients of a fully trained and 
seasoned non-medical psychoanalyst are not insurable under the scheme. Second, 
the service of a qualified physician psychoanalyst are covered under OMSIP in 
the same way as counselling or psychotherapy done by a general practitioner 
who is not trained to do either. Third, the psychotherapeutic services of a 
psychiatrist, who may have had no psychodynamic training at all, are covered — 
under OMSIP at the specialist’s rate; whereas the services of the physician 
psychoanalyst who is not a psychiatrist, but has received a highly specialized 
training in psychodynamic therapy, are classified as non-specialist along with the 
general practitioner’s and are covered at the general practitioner’s rate. The 
genesis of these anomalies is no doubt to be found in a perennial inadequacy in 
bureaucratic thinking: its tendency to be influenced by tradition and powerful 
vested, and in this case, professional interests, rather than in need, reality, science 
and a consideration as to how these can be most effectively and economically 
united in service to benefit people in need. All of these anomalies require 
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correction. To correct them two Steps would be required: 1) the recognition of 
psychoanalysis as a medical specialty when practised by a physician; 2) insurance 
coverage of psychoanalysis whether provided by a physician or non-physician 
psychoanalyst. These steps would also increase the number of psychoanalysts 
in Ontario. 


Attitudes to Psychoanalysis 
_ Psychoanalysis is the object of highly polarized attitudes. In Ontario attitudes of 


antagonism or indifference have predominated. This is in sharp contrast with 
American and European views. For example, in the United States, for many 
years psychoanalysts have had a prominent teaching and training role in some of 
the best medical schools, such as Columbia, Yale and Harvard. (Residents in 
psychiatry at the New York State Psychiatric Institute take it as a matter of 
course that they will undertake a personal psychoanalysis as part of their prepara- 
tion for work in psychiatry, and a substantial number go on to complete psycho- 


analytic training.) A comparable influence of psychoanalysis in Ontario’s medical 
schools has only recently begun to take root. 


There is considerable antagonism or indifference to psychoanalysis among 


_ psychiatrists, especially among institutional psychiatrists. Reasons for this attitude 
vary from individual to individual, but the most prevalent seem to be based on 


the theory that the sufficient cause of any mental disorder is organic and can 
be effectively treated by physical means, 


These attitudes appear to be caused by one or more of the following: 


1) Ignorance of even the elementary hypotheses of psychoanalysis. 

2) Professional hostility and resentment towards medically trained 
people who have abandoned a “medical model”. 

3) The wish among psychiatrists to gain full recognition for psychiatry 
as a medical specialty by the traditional prestigious specialties such 
as surgery and internal medicine, based on the belief that the way 
to achieve this is to make psychiatry as much like them as possible. 

4) Concern about the amounts of time and money absorbed by 
psychoanalytic treatment. 

5) Opposition to the middle class bias of psychoanalysts in terms of 
patient selection. 

6) Concern that an intensive treatment method such as psychoanalysis 
is of peripheral importance in the efforts being mobilized to cope 
with the large numbers of people in need of help. 


| “Many psychologists also hold psychoanalysis in low regard. They oppose it 


on many of the same grounds as psychiatrists, but psychologists have professional 
reasons of their own. Some psychologists believe that their own forms of treatment 
are more efficacious than those used by the analysts — quicker, cheaper and 
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available to a broader range of patients. Others claim to have a greater range of 
possible treatments, such as behaviour therapy, and individual and group psycho- — 
therapy. Correspondingly, some psychologists are critical of the theoretical and 
methodological basis of psychoanalysis, claiming that learning theory and the 
principles of experimental psychology are scientifically and logically superior 
to psychoanalysis. 


The existence of these conflicting attitudes and views will not be new to anyone 
who is familiar with the field of mental health. They are cited here for the 
purpose of emphasizing the importance of maintaining an open environment in 
which the facts, through accumulated observations, can decide the theoretical 
issues involved in a rational way. This condition can be best achieved if no 
single theoretical position or professional group is given special advantages or 
disadvantages vis-a-vis others. 


The effects of this interprofessional rivalry are diverse. They range from 
such undesirable results as the discouragement from seeking psychoanalysis of 
patients who might benefit from it, to healthy competition that energizes efforts 
to make therapy successful, and to develop better theoretical orientations and 
therapeutic procedures. 


In any case, the undesirable consequences cannot, in the nature of things, be 
regulated by an authority external to the professions themselves. Two steps will, 
indirectly and in the long run, bring about improvements: 1) the better education 
of the public concerning the different methods for treating mental illnesses and 
the professions that are competent to dispense them; 2) equality of opportunity 
among the professions for developing and dispensing the services within their 
competence. The first will reduce the extent to which needy persons are uncritically 
dependent on advice and exhortation by professionals; the second will reduce the 
extent to which the members of one profession feel threatened by another and 
will help to create the conditions that are necessary for that mutual respect and 
cooperation which are in the best interests of everyone concerned, especially 
of the public. 


More positive attitudes towards psychoanalysis exist. Most psychiatrists and 
psychologists who are critical of psychoanalytic therapy, but have some familiarity _ 
with psychoanalysis, acknowledge that psychoanalysis has a major contribution to 
make to the teaching of psychodynamics, which is the theoretical basis of psycho- 
therapy. Indeed, as psychiatrists come to be better prepared in psychodynamics 
it is likely that the contributions of psychoanalysis to psychiatry will be more 
appreciated. The same applies to clinical psychology. This prediction was sug- 
gested by a sharp contrast found between the impressions formed in field 
interviews and the results of the questionnaire survey. 


The field interviews were conducted for the most part with Department of 
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Health psychiatrists or psychiatrists practising in General Hospitals. The overall 
impression generated by these interviews was that of a pervasive attitude of 
indifference or hostility to psychoanalysis. (No doubt a major determinant of 
this attitude is the fact that the vast majority of illnesses seen in such practices 
are psychotic; and many psychoanalysts would agree that psychoanalysis, while 
it is helpful in understanding the formation of psychotic symptoms, is not 
particularly efficacious in treating them.) Consequently, the results of the question- 
naire to psychiatrists were rather surprising. One of the questions raised was 
“Is there a need for psychoanalytic training in Ontario?” Of the responses, eighty- 
eight were affirmative, fifty were negative, and eleven were uncommitted. The 
explanation of this difference between the results of the field interviews and the 
questionnaire survey would appear to lie, as already suggested, in the nature of 
the psychiatrist’s practice; in the types of problem he is, for the most part, 
confronted with; and in the treatment techniques he employs. The more the 
psychiatrist deals with neurotic disorders by means of psychotherapy, the more 
likely it is that he will come to appreciate the importance of psychoanalysis. In 
general, psychiatrists in private practice treat mainly neurotic disorders by means 
of psychotherapy. The questionnaire was sent to all psychiatrists, including those 
attached to institutions as well as private practitioners. Among the respondents 
there were forty-three psychiatrists who devoted 40 per cent or more of their 
time to private practice; of these, thirty were affirmative concerning the need for 
psychoanalytic training in Ontario and thirteen were negative. The respondents 
who devoted less than 40 per cent of their time to private practice were thirty-four 
affirmative and twenty negative. All eleven of the respondents under thirty-one 
years of age thought that Ontario needs a psychoanalytic training program. 


Therapeutic Contribution of Psychoanalysis 


It is a generally accepted view among psychoanalysts themselves that psycho- 
analytic treatment is best suited for the treatment of severe psychoneurotic 
disorders. Psychotic illnesses, for the most part, are not benefited substantially, 
and mild neurotic disorders can be helped by less intensive and time-consuming 
psychotherapy or counselling, depending on whether the problem is essentially 
psychogenetic or environmental. Consequently, psychoanalytic therapy is one of 


a number of different essential therapeutic services needed by the province in 


order to serve the mental health needs of its population. The special contributions 
of psychoanalysis — contributions which justify the word “essential” — appear to 
be two-fold: first, psychoanalytic treatment can benefit the most severe and 
disabling psychoneurotic disorders; second, it can do so without the aid of drugs, 
physical treatments or hospitalization and, hence, without disruption of the 
patient’s personal and occupational life. It is for this reason, as well as the 


_€conomic one, that the patients of psychoanalysts tend to be businessmen, 


| 


professional people, and persons in public life who cannot afford to be out of 
action, and whom society cannot easily afford to have out of action. 
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Some analysts, because they appreciate that they are unable to treat many 
patients, will select the patients they take into treatment, in part on the basis of 
the indirect benefits to society accruing from the successful analysis of the 
patient. In this way analysts are seeking to further the general aim of community 
psychiatry which is to create a healthier social environment. If persons in positions 
of leadership in the professions, in education, business and public service are 
both mentally healthy themselves and perceptive of the factors making for mental 
well-being, this aim will become more attainable. 


Conclusions 


There is a need for some form of psychoanalytic licensing body in Ontario. It 
would appear that the principles governing the formation of such a body should 
include at least the following: 


1) The status of psychoanalysis as a distinct profession should be 
fully recognized. 

2) Reciprocity of certification between Ontario and other Canadian 
provinces should be established by recognizing the Canadian 
Psychoanalytic Society as the certifying body for all psychoanalysts 
in Ontario. This would prevent the provincialism and fragmentation 
that now exists in psychiatry, to the detriment of that profession. 

3) The interprofessional character of psychoanalysis should be formally 
acknowledged. 

4) The conditions under which psychoanalysts without medical training 
treat patients should be explicitly stated and adopted. 

5) A representative or representatives of the public interest should be 
included in such a body in a minority position. 

6) No monopoly on psychoanalytic diagnosis, treatment, research or 
education should be granted to medicine. 

7) Professional reciprocity between psychoanalysis and medicine should 
be established such that a medical practitioner who is a certified 
psychoanalyst should acquire, thereby, the status of a medical 
specialist. 

8) The provincial licensing body should be responsible for maintaining 
standards of practice and should be empowered to revoke the licence 
to practise when necessary; but the licensing body’s decision to 
revoke a licence should be subject to judicial review. 


Some of these principles are controversial, others are not. Concerning the 
second principle, in addition to the reason already given, one might include two 
others. Ontario is likely eventually to be called upon to export psychoanalysts to 
other provinces where none now exist, just as Quebec is now being asked by 
Ontario to relinquish some of her psychoanalysts in the interest of growth in 
Ontario. The national development of psychoanalysis will be best facilitated 


Conclusion 139 


by a national examining and certifying body — that is, by vesting these powers 
in the Canadian Institute of Psychoanalysis and the Canadian Psychoanalytic 
Society respectively. 


Through its affiliation with the International Psychoanalytic Society, the 
Canadian Psychoanalytic Society is in the best position to provide for the certifying 
in Canada of practitioners from other countries. However, the licensing of pro- 
fessionals is within provincial rather than federal jurisdiction. The best solution 
therefore appears to be composed of these three elements corresponding to the 
three major functional components of examining, certifying and licensing. Examin- 
ing and certifying should be powers of the national bodies. Licensing should 
remain a provincial function. The issuance of a licence should be contingent 
upon, and automatic with, certification by the Canadian Psychoanalytic Society. 
Certification should itself be contingent upon success at examinations conducted 
by the Canadian Institute of Psychoanalysis. As far as Canadian-trained psycho- 
analysts are concerned, Ontario’s psychoanalytic licensing board perhaps should 
be represented on both national bodies on an equal footing with representatives 
of other provinces, so as to be able to influence directly the standards for 
examination and certification of psychoanalysts. Such an institutional structure 
would necessitate the establishment of uniform standards of education and certifica- 
tion on a nation-wide basis; and it would avoid the fragmentation and inequalities 
in education and certification that have generated the undesirable situation in 
psychiatry whereby an individual may be a certified psychiatrist in Canada and 
be unable to receive a licence to practise his Specialty in Ontario. If this structure 
were adopted, Ontario’s psychoanalysts might well require at some time 
a provincially based examining and certifying body on grounds of efficiency and 
economy. In that case the provincial body would be exercising a power vested in 
it by the corresponding national bodies and would remain responsible to the 


- national bodies. 


Concerning principle five, it should be made perfectly clear that there is and 


_has been no disregard of public interest on the part of psychoanalysts that 
_ justifies their being singled out as requiring a public representative on their 
_ licensing body. On the contrary, psychoanalysis has asked for nothing from the 


public purse and has contributed not a little to public well-being. Nor should this 


proposal be recommended in relation to psychoanalysis if it is not recom- 
_ mended in relation to all other professions. The principle is introduced here only 
_ because the discussion provides a suitable context, but it should be viewed as 
having either universal application or no application at all. 


. Psychoanalysis itself emphasizes the importance of reality testing, and the 


worth of independent interpretations of the meaning and consequences of privately 
_ motivated decisions. Such a function could be performed by sympathetic individuals 
of recognized stature in other fields or disciplines who could view decisions 
concerning licensing policy-making and policy implementation from a non- 
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professional and, perhaps, more external point of view. The formal inclusion of 
such a point of view in the exercise of these powers is especially important when — 
the granting of these powers is tantamount to the granting of a monopoly on the 
services in question. In the continuing availability and quality of these services — 
whether they be psychoanalysis, psychiatry or clinical psychology — the public 
has a continuing and legitimate interest. This may not be the case with other 
professional matters, but it is the case with the exercise of examining, certification 
and licensing powers. These are essentially a public trust to be exercised by a 
profession in the best interests of the public, rather than for the profit of the 


profession alone. 


The opportunity to locate a training program in one of the universities of 
Ontario as part of a Centre for Psychoanalysis should be available to Ontario’s 
psychoanalysts. The criteria for the location of such a centre should include a 
sufficiently large number of psychoanalysts in the vicinity of the university and a 
medical faculty at the university. By these criteria the University of Toronto might 
qualify or possibly, in the future, McMaster University. At present Ottawa, 
Kingston and London would be ruled out because there is not a sufficient number 
of psychoanalysts in these cities. 


As soon as the registration of psychoanalysts has been established on the 
basis of adequate licensing procedures, psychoanalytic therapy should be covered 
under OMSIP as a diagnostic and therapeutic specialty, whether dispensed by a 
medical practitioner or not. 


Chapter 7 Nursing and Psychiatric Nursing 


General Background and Definitions 


Nursing in general is undergoing a transition as a result of a variety of factors, 
of which three seem to be particularly important. First, nursing is experiencing a 
strong pressure towards increased specialization, resulting from increased specializa- 
tion in medicine. Second, the modernization and urbanization of Ontario since the 
Second World War has diminished the importance of the general nurse who is 
competent to perform a wide variety of tasks. Even the countryside is being 
urbanized through improvements in transportation, and this has made possible 
the building of larger hospital units serving larger areas. Third, the shortage of 
nurses has required both that the nursing skills available be used economically 
(that is, for performing the more specific technical, rather than the general and 
menial, nursing tasks) and that other subprofessional personnel be employed to 
perform the menial and clerical duties traditionally performed by nurses. 


These pressures have been recognized and accepted by the profession itself. 
Curriculum changes are under consideration that will make the training of nurses 
more congruent with the changes in function that are taking place. Nevertheless, 
two basic features of traditional nursing still prevail and are likely to prevail in 
the future: in Ontario, nursing is essentially a woman’s profession; and the nurse 
is the one person who is involved in all aspects of the patient’s care and well- 
being on an hourly and daily basis during hospitalization. 


In other societies, of which Great Britain is an example, nursing is performed 


| by both men and women. In Ontario, though, it is identified firmly as a feminine 
_ activity, both socially, in terms of professional tradition, and individually, in terms 
_ of basic attitudes. Any attempt to change the profession’s sexual identity is likely 


to meet strong and no doubt justifiable resistance. 


Nurses have a different degree of involvement in different aspects of patient 


_ care. As far as treatment is concerned, their function is subordinate to that of the 
_ physician, who is responsible for it. But it is the nurse who has most contact 


with the patient and has a major responsibility for keeping the patient’s progress 
under informed observation in the context of providing and supervising his general 


care. It is against this background that psychiatric nursing must be considered. 


The term “psychiatric nurse” leads to some confusion, since the word is 


commonly used in three different ways. The most general use of the term, in 
Ontario, is in reference to a graduate nurse, registered in the province, who is 
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working with mentally ill patients in a hospital setting. Beyond general orientation 
and whatever in-service education a particular hospital happens to provide, there 
are no schools where a general nurse can receive advanced training in a psychiatric 
specialty. The term “psychiatric nurse” is also used to describe the graduates of 
certain training programs in the four western provinces, in Jamaica, and in Great 
Britain. These nurses take a training course concentrated on psychiatric illness. 
But they do not have sufficient medical background in fields like paediatrics or 
‘obstetrics to become registered nurses. Since there is no other term to describe 
this later group, it seems prudent to reserve the term “psychiatric nurse” for 
them, and to use the term “registered nurse” to describe the first group. A third 
group referred to by this term is graduate nurses who have graduated from 
schools which are not recognized, or who do not have the qualifications to be 
registered within the province. They are nurses with a general medical orientation. 
In a field interview one nursing authority estimated that there are approximately 
5,000 such nurses in Ontario. Under the pressure of grave shortages in the 
profession, the Ontario College of Nursing is seeking ways of making it possible 
for these nurses to prepare themselves for the examinations leading to registration. 


Function of the Nurse in a Psychiatric Setting 


Certain of the nursing functions in a psychiatric setting are identical with those 
of nurses on a non-psychiatric ward. These are 1) the supervision (and/or 
provision when subprofessional staff are not available) of the general care of the 
patient; 2) the dispensing of drugs being used in the treatment; 3) the perform- 
ance of routine medical checks when they are required; 4) on-going observation 
of the progress of the patient and his treatment; 5) cooperation with other 
professional staff involved in the diagnosis and treatment of the patient in the 
formation of a workable treatment program. In all these respects the function is 
the same. What differs is the content of the function and the specific knowledge 
on which it is based. On a psychiatric ward, for example, where insulin treatments 
are being given, a battery of routine medical checks will be performed similar in 
nature and frequency to those performed by a nurse on a surgical ward; on a 
psychiatric ward in which the patients are receiving in-patient psychotherapy and 
are on a rehabilitation program without any major physical treatments, this type 
of medical routine will be minimized. Nevertheless, the function is the same and 
part of its content overlaps. Similarly, the drugs used on a psychiatric ward for 
the treatment of schizophrenia are different, as are the effects which must be 
watched for. Specific knowledge is needed by the nurse performing this task. 
But the general routines and procedures involved are the same as in other areas 
of nursing. The functions which do not overlap are the specific psychologically 
therapeutic roles of the nurse in the psychiatric unit or hospital. In order to 
understand these functions fully, it is necessary to understand a recent development 
in hospital psychiatry. 
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Milieu Therapy 


Research has shown that hospitalization of a mentally ill person can itself act 
as a deterrent to his recovery, unless special steps are taken to provide a social 
structure in the hospital that preserves within it as many of the normal responsi- 
bilities and routines of daily life as are compatible with the patient’s condition 
and the treatment of his illness. More positively, the relationships of all kinds to 
Which the patient is subject and in which he must become involved when 
hospitalized can, if they are good, exert a beneficial influence upon his condition. 


Milieu therapy has been developed to avoid the dangers of hospitalization. 
It consists essentially of conscious efforts on the part of all persons involved in 
the treatment and care of mental patients to provide them with dignified, healthy 
and satisfying relationships, and to involve them in worthwhile activities which 
simulate as far as possible a good social environment. Its most enthusiastic 
advocates see milieu therapy as a substitute for other types of psychological 
treatment, such as group and individual psychotherapy. A more cautious evalua- 
tion sees it as a much-needed humanization of the psychiatric ward and as an 


environment in which treatment can be more efficacious, but not as a form of 


therapy in itself or as a substitute for psychotherapy. Further experience will 
demonstrate its strengths and limitations. Although it is utilized rather differently, 
according to the estimates of its efficacy by the psychiatrists in charge and 
according to the professional resources available to implement it, it is now a 
widespread policy for the care of hospitalized patients. 


The Role of the Nurse in Milieu Therapy 


Because of the special nature of the nursing function in hospital settings, the 
major burden for the implementation of milieu therapy must rest upon the 


shoulders of the nurses. Implementation usually follows one of two patterns. A 
group of nurses works together as a team to create the desired social environment 
and opportunities for worthwhile activities on the ward for all the patients. Each 
-hurse on the team shares with every other equal responsibility for all patients. 
Alternatively, each is assigned to specific patients for whose needs she is individu- 
ally responsible. When the latter pattern is utilized, the nurse may be expected 
to engage in the formation of a one-to-one psychologically supportive relationship 
with the individual patients in her care, and to create Opportunities to work with 
them on an individual basis. For example, if a patient continues to experience a 
need for personal communication after the termination of a session of psycho- 


therapy with the psychiatrist, the nurse will be prepared to listen sympathetically 
to the patient and encourage him to incorporate any new insights into his problems 
that may be emerging. In either pattern, certain specific social and psychological 
| nursing roles must be mastered, if the nursing is to be “psychiatric” in anything 
more than name only.! In the modern psychiatric inpatient unit these social 


‘1For further and more detailed discussion, see Some Observations on the Therapeutic Role 
of the Psychiatric Nurse, prepared by a Committee at the Allan Memorial Institute, 
J. S. Tyhurst, M.D., Chairman, May 1956. 
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and psychological functions are the most important ones, although they do not 
supplant the other more traditional, overlapping functions. 


Nursing Contribution to Patient Diagnosis 


Out of this specific psychiatric treatment-care function there grows an important 
diagnostic function for the nurse, which consists essentially of the uninterpreted 
reporting of her observations. 


Considerable information of great diagnostic significance can be obtained 
by regular observations of the spontaneous relationships of patients on the 
ward. The voluntary associations of patients have much dynamic significance 
and concepts and techniques are available for their study. The kinds of 
social role and social relationships established by the patient on the ward 
are characteristic for that patient. The ward is a social system and once 
the range of feasible or available roles and relationships in that particular 
setting are known, what the patient does socially can be described and 
used as diagnostic data by the nurse in her contribution to the formulations 
made by the whole clinical team.? 


Thus, there is a specific psychiatric nursing function whether one looks at it 
from a care, treatment or diagnostic point of view. 


Psychiatric Content of Nursing Generally 


It would be a serious error to suppose that these functions are no part of the 
work of nurses in other settings. Medical authorities are becoming increasingly 
concerned that nurses on surgical, obstetrical, paediatric and other wards are 
failing to meet the challenge presented by the special psycho-social patient needs 
that may arise with hospitalization and treatment. A review of the literature on 
this subject is to be found in Teaching Psychosocial Aspects of Patient Care, by 
Schoenberg.’ It is clear from Schoenberg’s study how grossly deficient in psycho- 
social orientation and practice modern nursing has become, and how much such 
an orientation is needed as part of other nursing functions in every kind of 
hospital and clinical setting. Consequently, there does appear to be a basic 
functional unity linking all types of nursing activities; these activities being 
variegated and differentiated in terms of the specific content and the emphasis 
placed on one function as compared with another. 


As far as psychiatric nursing is concerned, it is clear that specialized knowledge 
is needed in a degree of detail that would not be required in other kinds of 
nursing practice. Similarly, the psychiatric nurse must have sufficient self-knowledge 
to be able to grasp and evaluate her own psychological responses to the patients 


21bid., p. 13. 


’Bernard Schoenberg, M.D., Teaching Psychosocial Aspects of Patient Care, Part 1, Columbia 
University, New York, mimeo, 1966, pp. 2-5. 
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in her care. A nurse working in an operating theatre may be revolted by 
cancerous patients; but as long as this does not interfere with the performance 
of her duties, it makes no difference to the quality of treatment. But a nurse 
working in a psychiatric unit cannot be revolted by the symptoms of a mental 
illness without knowing about it and being able to cope with the feelings involved, 
because the nurse’s responses to the patient in milieu therapy form an integral 
part of the quality of the patient’s treatment. Consequently, special orientation 
and training is needed for the psychiatric nurse. Similar qualities are needed in 
the nurse on a paediatric ward. Although they vary in the degree to which they 
are essential from setting to setting, some training in the psycho-social care of 
patients is mandatory for all nurses. Consequently, there appears to be a common 
‘core curriculum content for all nurses, an essential component of which is 
psychiatric training. 


Two Types of Psychiatric Nursing 


Although it is predictable that milieu therapy will permanently alter psychiatric 
nursing in the ways and in the direction just described and that it is likely 
eventually to have a beneficial impact on nursing generally, the role of the 
psychiatric nurse in Ontario’s hospitals still varies along a spectrum from the 
traditional to the modern. In the traditional role the nurse, attired in white and 
wearing a starched hat with a black band, attends primarily to the physical needs 
of the patient and ensures that he comes to no harm. The nurse reports her 
observations of the patient’s condition to the doctor, along with her views on 
the changes which have taken place in the patient’s behaviour, mood and outlook. 
Although she might be so bold as to Suggest that the patient seems to be 
suffering from some particular identifiable disease, she manifestly does not 
diagnose an illness, or prescribe a treatment. Although the nurse is crucial to the 
recovery of the patient, ideally she takes only minimal responsibility, following 
the direction and advice of the doctor, whom she feels to be morally, legally and 
administratively the only person capable of directing the patient’s recovery. 


The second type of nurse is dressed chicly in the latest fashion, and inter- 
relates on personal and therapeutic levels with patients. Although these nurses 
too do not diagnose, they form considerably stronger opinions as to the nature 
of the patient’s problem; and they feel qualified, when trained, to engage in 
individual or group psychotherapy and to aid in the therapeutic process, often 
without the direction of a psychiatrist. In fact, although the psychiatrist is the 
tead of the “therapeutic team”, it is possible, in the case of individual psychiatrists, 
‘or communications to break down sufficiently that the nurse is actually working 
at cross-purposes with the psychiatrist’s treatment of a patient. In this second 
nodel the nurse is more part of the “treatment team”, whereas in the first she is 
esponsible only for providing continuous care for the patient. 


} 


Both descriptions, obviously, are extreme statements of positions which in 
tctual practice are substantially modified in most cases. The more traditional 
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nurse does talk to the patient occasionally, and tries to aid in his recovery. The — 


new model nurse will acknowledge that the patient has physical needs which may 


need nursing attention along with other more narrowly medical requirements 
relating to treatment. 


It is a safe generalization that in the most advanced psychiatric centres in 
Ontario, Canada and the United States, the organization of inpatient care on the 
principles of milieu therapy is now taken for granted, because it represents an 
obvious improvement on the custodial and management concepts that immediately 
preceded it. In such centres the new model psychiatric nurse also is taken for 
granted, and new training programs for preparing these nurses for their work 
are well under way. 


Nursing Education 


Nursing education and training occurs according to several different patterns. 
The first is the traditional three-year program taught at a hospital. This combines 
clinical experience (in the form of using the nurse to do work without pay) with 
theoretical lectures. The second is what is known as the two plus one method, 


which involves two years of classroom experience followed by one year of | 


straight clinical experience. The third is the two-year program such as that taught 
at the Nightingale School of Nursing, Ryerson Polytechnical Institute, and the 
Women’s College Hospital. This latter method involves little clinical or administra- 
tive training, and there is some criticism of the graduates of this program who 


are felt to be insufficiently prepared for work in a hospital setting. The fourth 


method is the four-year B.Sc.N. university program. 


After her basic education, the nurse is required to write a registration 
examination. “The nurse registration examination is in four parts — medical 
nursing, surgical nursing, obstetric nursing, and paediatric nursing. Each paper 
consists of objective type, multiple-choice questions designed to test specific 
knowledge and the ability to apply that knowledge in making judgments concern- 
ing the care of patients.”4 At this time most nurses undergo a period of three 
months’ affiliation with an Ontario Hospital, or with the psychiatric ward of a 
general hospital. The nurses who lack this preparation are those who have no 


facilities in their geographical area during training. Psychiatric knowledge is 


examined under general medicine. 


Nurses who graduate from schools of nursing attached to Ontario Hospitals 
such as the one at Whitby are required to spend a period of nine months in general 
hospital affiliation, taking courses in general surgery, obstetrics and paediatrics. 
Since most of their training deals with the nursing of mentally ill patients, they are 
relatively better prepared to work with this sort of patient upon graduation. 


4This is the College of Nurses, College of Nurses, Toronto, n.d., p. 6. Official publication 
of the College of Nurses of Ontario. 
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The views of most psychiatrists concerning the nurse’s preparation for psychia- 
tric nursing is not on the whole encouraging. One psychiatrist expressed the view 
that, regardless of her training, it usually took six months to break a nurse of 
the ingrained counter-productive habits and outlooks she had developed. The 
nurse’s training prior to registration usually is found by psychiatrists to provide 
little more than a background for an informal or formal in-service training 
program designed to prepare her for work in the hospital. 


In-Service Supplementary Training 


The additional training which a nurse receives depends very much on the 
hospital. The fact that the hospital is associated with a university does not mean 
in all cases that the nurse will get a better program of in-service education. The 
nurse usually is provided with an orientation which lasts at most one week and 
at least one day. However, in the general hospitals, the orientation is to the 
entire hospital, and not just the psychiatric ward. 

The facilities for in-service education vary tremendously, from none at all to 
structured programs of seminars, lectures and case discussions. To say that there 
is no in-service education is really an overstatement, for the nurse always attends 
grand rounds, at which the psychiatrists in charge explain their diagnosis of the 
patient’s problems and indicate treatment methods. The nurse frequently benefits 
little from these discussions, however; sometimes they are too sophisticated for 
even the junior psychiatric internes. There are often staff conferences also, but 
the value to the nurse of these is often limited by the personality and outlook of 
certain doctors who are patronizing, or who are not prepared to entertain any 
serious questions from the nurses. Often psychologists or social workers give 
periodic lectures to the nursing staff, but this form of instruction depends upon 
the availability of personnel and their willingness to participate meaningfully 
in such a program.® 


Nurses employed by Ontario Hospitals or for psychiatric services in general 
hospitals who lack the period of psychiatric affiliation generally are required to 
take the affiliation course with the student nurses before they are allowed to 
work for the hospital. 


Evaluation of Preparation of Psychiatric Nurses 


The opinion is widespread that nurses who have just graduated are inadequately 
prepared for work with psychiatric patients. (Field interviews with psychiatrists 


a 


5An impression of how much more advanced psychiatric education in nursing is in the 
‘best American centres as compared with what prevails in Ontario can be formed by 
‘reading B. Schoenberg and N. Lefkowitz, The Integration of Psychiatry and Sociology in a 
\Multidisciplinary Group Teaching Program, Columbia University, New York, mimeo, 1967; 
‘B. Schoenberg and J. Schulman, “Role Strains and Adaptation in a Multidisciplinary Group 
‘Teaching Unit”, Nursing Forum, Vol. 4 (4), No. 65, 1965; B. Schoenberg, “Consultation in 
a Multidisciplinary Group Teaching Program: The Counterpart Method”, Nursing Forum, 
Vol. 5 (4), No. 65, 1966. 


148 Nursing and Psychiatric Nursing 


support this view.) The three-month program apparently gives the student nurse 
only a general impression of the exigencies of caring for psychiatric patients; ~ 
and the majority of nurses are either terrified by the prospect of associating with 
madmen, or else look on their period of psychiatric affiliation as a relatively 
soft one compared to the heavier physical work of the general hospital setting. It 
appears that the graduates of the Ontario Hospital Schools of Nursing are much 
better prepared by their longer experience of working with mentally ill patients, 
and their exposure to both active treatment and chronic wards gives them a much 
better appreciation of the range of problems they will face if they choose this area 
as a career. Preparation for work in a psychiatric ward falls, by default, to in- 
service training, which is not always available in the amount or quality necessary. 


No one directly connected with the preparation of this report was competent 
to give an independent evaluation of the adequacy of the preparation of nurses 
for duties in psychiatric units. To the observations and viewpoints derived via 
field interviews from professionals who were competent to judge, there can be 
added the data relevant to this question contained in the questionnaires to medical 
practitioners (Study 3) and psychiatrists (Study 2). Table 7.1 provides evaluations 
of the adequacy of psychiatric nursing resources by doctors, and Table 7.2 
provides evaluations of the training of nurses in psychiatry by psychiatrists. It 
should not be thought that there is any unique relationship between the two 
tables, since a major factor other than training is involved in the estimation of 
adequacy of service — the shortage of nurses trained to work in psychiatric units. 


TABLE 7.1 
Evaluation of Psychiatric Nursing Resources by Physicians 


Evaluation (per cent) 
Type of 


physician Very Non- Not No 
Excel. Good  Adeq. Inadeq. inadeq. exist. known answer 
All types 25 110 Liz 128 43 94 103 44 


SourcE: C. Hanly, Mental Health Survey: Physicians (Study 3), 1967. Based on a 
questionnaire survey of Ontario physicians. 


It must be appreciated that the questionnaires requested information concerning 
the adequacy of psychiatric nursing resources in the area of the doctor’s practice; 
that is, he was asked to make a judgement about the resources available to his — 
patients should they require them, rather than to make an evaluation relative to 
the general situation in the province. Of the physicians who had an opinion, less 
than one-half (247) found psychiatric nursing resources in their area to be 
excellent, good or adequate, while 265 found these resources to be inadequate, 
very inadequate or non-existent. 


Table 7.2 summarizes the evaluation of training in psychiatry for nurses in 
Ontario. Almost as many psychiatrists rated the training poor as rated it excellent 
or good. 
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TABLE 7.2 
Evaluation of Training in Psychiatry for Nurses by Psychiatrists 


Evaluation (per cent) 
Excellent Good Fair Poor No reply 
Psychiatrists 4 36 48 JT 24 


Type of physician 


Source: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 
Based on a questionnaire survey of Ontario psychiatrists. 


Proposals for Reform 


There is widespread acceptance of the need for further training in psychiatric 
nursing for registered nurses other than through in-service education. At present, 
the major places for further training are McGill University and the Allan Memorial 
Hospital in Montreal, although very few nurses from Ontario seem to have taken 
this course. The Registered Nurses’ Association of Ontario endorses the proposi- 
tion that further courses be established. The acknowledged implication is the 
recognition of specialties within nursing, both in terms of training and teaching 


and in terms of certification. | 


i) 


Two practical steps have been taken in this direction. The University of 


Toronto School of Nursing and the Clarke Institute of Psychiatry have agreed to 
establish courses to prepare teachers of nursing who will be responsible for 
| teaching psychiatric nursing in diploma schools of nursing. The Registered Nurses’ 
Association of Ontario has spelled out the content of the concept of a certified 
specialty in nursing. 


Role of Registered Nurse with Certification 


In clinical areas of certification: 
— provides nursing in depth; 
— functions as a general staff nurse in those areas where additional 
preparation is required for every staff member: 
— functions as a team leader in areas where certification is not 
required and/or necessary for all general staff nurses. 


In functional areas of certification: 


— assumes management of a ward unit in certain situations; 
—— acts as a demonstrator in schools of nursing. 


Nature of Courses Leading to Certification 


Emphasis throughout the course would be directed to increasing the 
competency of the nurse in the area of specialization. The course was seen 
as having four main elements, the proportion of which would vary from 
course to course. These elements would be in the area of the humanities, 


the appropriate social sciences, the physical and biological sciences and 
clinical specialty. 


The course would be given in a variety of ways to meet the needs of 
the persons in the local community — full-time day study and by extension. 
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Where Course Would be Offered 


It is recommended that only those courses meeting minimum standards 
established by the Registered Nurses’ Association of Ontario and located 
in an educational institution be recognized. 

Such courses might be established in Colleges of Applied Arts and 
Technology and Diploma Schools of Nursing that have their own boards.® 


The proposal to establish courses of this order within the province to improve 
the quality of psychiatric nursing would meet with no noticeable opposition from 
any quarter, either from nurses or from psychiatrists. There does seem to be 
some disagreement, however, about where these courses should be established. 
In addition to the above suggestion, the other locations are teaching hospitals 
and universities. The most satisfactory length for the course is generally felt to 
be six months, combining both practical clinical experience and theoretical study 
in psychology, psychiatry, group and individual therapy methods, the social 
sciences, and also the humanities. 


In view of the amount of material that is to be covered, the proposal that 
the course be taught from September to May in a university, with the period 
from the end of examinations in May to September spent acquiring clinical 
experience under supervision, found some support. The main opposition to the 
longer course was based on the feeling that a calendar year was too long for 
many nurses. A number of nurses interviewed held that most married women 
have too many responsibilities to be able to afford the time. Single women who 
were self-supporting would probably not be able to afford the lengthy period 
with only bursary money, or no money at all, to support them. Also, the lengthier 
course might have to be taught in a university setting. This would present an 
obstacle for nurses remote from university centres, unless it were taught in 
community colleges, or partly by correspondence or extension courses. 


Despite some differences of opinion concerning details, in principle these two 
reforms — the preparation of psychiatric nursing instructors, and the development 
of good quality specialty training programs in psychiatry for nurses, leading to 
certification in the specialty — appear to go some way towards meeting criticisms 
of current education. The strengthening of the psychiatric content of the three- 
year general nursing course also would be necessary. But the adequacy of these 
reforms have been questioned by a organized group of nurses — the Psychiatric 
Nurses’ Association of Ontario. 


Position of the Psychiatric Nurses’ Association of Ontario 


The basic question at issue is whether these steps, if carried out, are sufficient 
to provide the province with the number of well-trained psychiatric nurses 
required. This question is now being raised by the Psychiatric Nurses’ Association 


6RNAO Ad Hoc Committee to the Committee on the Healing Arts, “A Brief in Support of 
a Plan of Action for RNAO”, 1967, pp. 8-9. 
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of Ontario, which claims that it is not. The Association takes the position that a 
special profession of psychiatric nursing, rather than a nursing specialty, is 
required to meet the exigencies of the situation. Thus they are advocating for 
Ontario a pattern of development that has already taken place in Great Britain 


and the four western provinces of Canada, but not in the other six provinces or in 
the United States. 


The World Health Organization has made a recent study of psychiatric 
nursing. Contrary to what is stated by the Psychiatric Nurses’ Association of 
Ontario,’ the WHO study does not take sides on the issue as to whether psychiatric 
nursing should be a distinct profession or a nursing specialty. It sets out principles 
for the training and utilization of psychiatric nursing which it deems to be 
_ applicable to both situations in which psychiatric nursing has developed as a 
_ specialty within nursing, and situations in which psychiatric nursing has developed 
_ parallel to general nursing as a separate profession.® 


| The alternative recommended by the PNAO would require: 1) separate 
training centres for psychiatric nurses; 2) separate qualifying examinations; 3) a 
Separate registration of psychiatric nurses maintained by the Ontario College of 
_ Nurses, but distinct from its registry of general nurses. 


British Columbia’s Education Program 


In various countries there already exist separate schools of psychiatric nursing. 
A good example of such a school in Canada is the one at Essondale, British 
Columbia. Their syllabus contains an extensive quotation from the WHO Expert 
Committee report already cited, which is worth repeating here. This statement 
outlines the major components of the psychiatric nurse’s work: 


= ———— 


The first aspect — the technical — is that of establishing procedures which 
will help give the patients a feeling of security and make them at least 
comfortable, These routines include serving meals, administration of medica- 
tions, arranging for bedding, bathing, feeding and caring for clothes. 


The second aspect—the social —includes over-all planning and _ par- 
ticipation in a wide variety of activities for patients at all stages of 


illness and recovery, giving them opportunity for work and for recreation 
and leisure (sic). 


The third aspect of her functioning — the inter-person (sic) — becomes of 
central importance; in fact it is the essential part of her task. Inter-personal 
relationships occur during all phases of the patient’s life in the hospital, 
from the usual events such as eating and sleeping, to the most complete 
such as participation in the planning of his own living .... (The nurse) 
__, Studies behaviour, attempting to understand what the patient is trying to 


‘Psychiatric Nurses’ Association of Ontario, Brief to the Committee on the Healing Arts, 
1967, p. 2. 


8Expert Committee on Psychiatric Nursing, First Report, World Health Organization Tech- 
nical Report Series, No. 105, New York, July 1956. 
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communicate, and what kinds of experience he needs with people. Con- 
currently, the nurse observes her own behaviour, studying various responses 
and using these constructively.® 


The stated aim of the three-year course is to “1) provide the same standard 
of nursing care to the mentally ill as that provided to the physically ill by other 
nursing professions; 2) care for the whole person while providing care ‘par 
excellence’ to the mentally ill person’s predominant need.” In other words, 
within the three years of nursing training, the psychiatrically trained nurse will 
receive proportionately more training in the nursing of mentally ill patients, and 
less in the nursing of those who are physically ill. It is in this realm that the 
area of controversy lies. 


Registration of Psychiatric Nurses 


The College of Nurses will register only those who can pass the examinations in 
the four major clinical fields of surgery, obstetrics, paediatrics and medicine. Most 
graduates of a course of psychiatric nursing could pass only the examination in 
general nursing and could not qualify for registration without further training. The 
PNAO is not willing, at the present time, to accept the establishment of a special 
category of registration within the general category of registered nurse and proposes 
a separate registery for psychiatric nurses. But the RNAO has taken a stand 
against the creation of another category of registered nurse (registered psychiatric 
nurse). Thus there exists a basic conflict concerning the future development of 
psychiatric nursing in Ontario between the RNAO and the PNAO. 


Current Status of Psychiatric Nurses 


At the present time psychiatric nurses do not enjoy a status in Ontario comparable 
to their peers in the jurisdictions from which they came and to registered Ontario 
nurses, On the whole, psychiatric nurses have lower standards of education, 
though not necessarily of training, and are employed only as gradaute nurses, 
or Nurse Group I in the provincial pay scale. They cannot rise above this category 
until they become registered; nor can they assume supervisory positions. This 
situation permits and encourages the obvious anomaly of a much better trained 
psychiatric nurse from British Columbia working under the supervision of a 
general nurse who has received relatively little training for the specific nursing | 
tasks of a psychiatric unit. 


There is some agitation among both psychiatrists and directors of nurses to 
give more recognition to this group, but there is also opposition to them. The 
opposition comes, in part, from those nurses and doctors who adopt a medical 
model of mental illness and who feel that the medical training of the registered 
nurse is essential to her proper functioning. Doctors appear to feel more at ease 


9Syllabus for Schools of Psychiatric Nursing in British Columbia, pp. i-ii. 
10] bid., p. iii. 
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: working with traditionally trained nurses with whose background they are familiar, 
_ and whose professional image and role they accept. But in some cases, especially 
when the doctor has come from one of the western provinces or from Great 
_ Britain, he is more willing to accept the psychiatric nurses with whose competence 
he is familiar. In fact, a few psychiatrists with this background stated in field 
) interviews that the psychiatrically trained nurse is far better qualified than the 
_ generally trained registered nurse to work with mentally ill patients. Most psychia- 
_trists did express the view that in their experience they have met exceptionally 
- qualified psychiatric nurses. 


On balance there does seem to be a role for the non-medically trained 
psychiatric nurse on psychiatric wards, even within the general hospital setting. 
The majority of the work done in Ontario Hospitals and in the psychiatric wards 
of general hospitals is of a non-medical nature, and the medical work could 
easily be done by having a complement of registered nurses within the ward or 
hospital. At the same time, if milieu therapy is to be done well by nurses, much 
more psychiatric training and experience is needed than is now available in the 
program leading to registration as a general nurse, 


Proposals of the RNAO 


| The solution recommended by the RNAO!! may be summarized as follows: 


| 1) General nursing education and training should be retained with 
the addition of training in nursing specialties of which psychiatry 
| would be one. Specialization would come after, rather than 
: before, registration. 


2) The nurse qualified in this specialty would receive a certificate 
above and beyond registration. 


3) A nurse certified in psychiatry would be specifically trained to 
perform routine and supervisory tasks in a variety of mental health 
settings, but would also be trained to do general nursing. 


This kind of solution appears to have certain difficulties and limitations: 


1) There is a factor of inertia in any profession, and it is not clear 
how far the traditional nursing schools would or could go in 
updating the psychiatric content of their general curriculum for 
the psychiatric nursing specialty. Some nurses and _ psychiatrists 
feel that the examination of all nurses for registration should 
include a separate psychiatry section comparable in importance to 
surgery or obstetrics, and that the training of nurses should be 
adjusted accordingly to prepare them for it. 


2) It is not clear how many nurses would be prepared to take the 


) 


1A Brief in Support of a Plan of Action for RNAO”, to the Committee on the Healing 
Arts, 1967, p. 4. 
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special certificate training in psychiatry. Yet in the absence of a 
major revision of the registration courses in the direction indicated 
in 1), every nurse employed in a psychiatric setting should have 
received the certificate training, if the quality of psychiatric nursing 
is to be substantially improved. And it is generally agreed that it 
should be improved. 


3) It follows from 2) that, other things being equal, a training 
program that requires an additional year is unlikely to have the 
desired effect on the recruitment problem. 


4) This solution would leave the psychiatric nurses from Britain, 
Jamaica and the western provinces who are already here, and others 
who are likely to come, in a professional limbo. It would preserve 
the unity of the traditional nursing profession by isolating the 
new group. 


5) It follows from 4) that Ontario’s ability to attract these profes- 
sionals from abroad will diminish. 


The last point is important. Ontario will be placed increasingly in competition 
for these immigrants from other jurisdictions. New York, for example, has just 
completed a study of the state’s chronic and severe nursing shortage. Part of the 
attempted solution will be improved salaries and working conditions; part will be 
a concerted effort to attract nurses from abroad. 


Some of the advantages of the RNAO recommendations are 


1) The existing nursing schools could be expanded to accommodate 


the new psychiatric training thus avoiding the necessity of creating 
new schools. 


2) The unity of nursing education would be preserved. In view of 
the importance of psychiatry to almost all types of nursing, it is 
most important that the psychiatric curriculum should not be split 
off and relegated to a special school conducting a separate training 


program. On the contrary, it should remain integral to the education 
of all nurses. 


3) The mobility of nurses would be preserved. This feature cannot 
be overemphasized because most nurses are women who marry. 
Consequently, many of them feel a need for a greater range of 
employment opportunities than they would have if they were 
limited to psychiatric nursing, and they want to be able to find 
work in the vicinity of their home. This factor is somewhat 
diminished in importance as general hospitals come increasingly | 
to have psychiatric inpatient services. Nevertheless, the great 
majority of nurses interviewed want to have employment mobility 
and want to be trained in such a way that they could work in a 
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variety of different hospital services. Consequently, general nursing 
training must be retained in order to recruit young women to 
the profession. 


Proposals of the PNAO 


In essence the PNAO makes the following recommendations: 


1) Establish a separate school (schools) for training psychiatric nurses 
with a curriculum, staff and plant of its own. 


2) Establish an examining body to examine candidates for registration 
| based on their training at an Ontario school (point 1 above) or 
its equivalent in another jurisdiction. 


3) Establish a special registry of psychiatric nurses (those who have 
| Satisfied the conditions in 2) above) within the Ontario College 
| of Nurses. 


| 4) Debar from practising psychiatric nursing anyone who is not 
| registered as a psychiatric nurse. 


These proposals offer several advantages: 


1) The chances of a rapid improvement in the training of nurses in 
psychiatric skills would be increased by the autonomy of separate 
schools of psychiatric nursing. 


2) The quality of psychiatric nursing would, in consequence, be more 
rapidly improved; and hospitals could depend on a greater mastery 
of the nursing skills in new appointments and reduce the need 
(which now often goes by the board) for in-service training. 


But the implementation of the PNAO proposals would have two decided 
lisadvantages. It would have the effect of bifurcating the nursing curriculum 
nd profession. Such a split is likely to have a retrogressive effect on the quality 
f nursing in general. Within medicine there is a growing recognition of the 
mportance of psychiatry for almost all aspects of clinical medicine, although its 
egree of importance varies with different clinical areas. What is needed is a 
arallel development in nursing. But this would be impossible to achieve or, at 
cast, difficult and unnecessarily expensive, if the psychiatric component of nursing 
ere withdrawn and established separately. Additionally, it is generally recognized 
iat certain elements of any nursing curriculum, psychiatric or not, must be 
lentical. This area of overlap is not inconsiderable. The creation of separate 
thools of psychiatric nursing thus would involve unnecessary duplication and cost. 
_ The division between the two schools probably would aggravate the manpower 
toblem in psychiatric nursing. Basically, Ontario must be in a position to draw 
arses from its own population and train them in the province for its own 
‘Tvices. Recruitment of professionals from Britain perpetuates a parasitical 
pendency on British resources which is unworthy and unworkable in the long 
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run. The development of nursing in mental health will have to take place in 
terms of Ontario’s professional traditions and attitudes. Consequently, it will — 
remain a women’s profession and it will have to be able to attract women to it 
who will want to combine it with marriage. Hence, the demand by our nurses 
for employment mobility — which means a basic training in general nursing — 
has to be met by changes in the current system. 


| Perhaps one should look for a set of principles that guide one through the 

disadvantages of the RNAO proposals on the one hand and those of the PNAO 
recommendations on the other. In this connection, it is worth looking briefly at 
practice in the United States and in the United Kingdom. 


Registration in Britain 


In Britain, the separation of psychiatric nursing from general nursing is now 
well established. Nurse training in psychiatry leads to registerable qualification 
after three years, as a registered mental nurse. The course covers basic subjects 
common to both psychiatric and general nursing. Because of the curriculum 
overlap, an R.M.N. can qualify for general nursing registration (S.R.N.) with 
one and one-half years of additional study, instead of an additional three years 
(the amount of time otherwise required for preparation for the S.R.N.). The 
curriculum overlap amounts to about 50 per cent of the academic content 
and training. 


In the view of senior officials of the Ministry of Health (U.K.), the advantages 
of R.M.N. training derive mainly from the intensive practical experience in 
psychiatric wards and the emphasis on therapeutic nurse-patient relationships, 
both of which are taken to far greater lengths than would be possible in general 
nurse training. Because of this, the self-reliance of the R.M.N. is noticeably 
greater than that of S.R.N. in dealing with psychiatric patients, and the contribu- 
tion to the doctor-nurse-social worker-occupational therapist team is more valuable. 


This general evaluation was supported by psychiatrists with experience in 
both Ontario and the U.K. These psychiatrists were especially critical of the 
lack of adequate psychiatric orientation in our nurses and their rather servile 
dependency on and subservience to doctors, which interfered with their ability 
to do effective work on their own. According to these doctors, Ontario-trained — 
nurses prefer to serve dumbly rather than independently contribute to and 
cooperate with the doctor’s involvement in the diagnosis and treatment of 
the patient. 


Registration in the United States 


The U.S. is in the midst of major changes in nursing education. These changes 
lead in a direction away from developments in the U.K. and present an alternative 
to them. Until recently, preparation for nursing registration consisted of a three- 
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year training program of the traditional type, combining clinical and academic 
work. The psychiatric clinical content of the curriculum consisted of a three- 
month residency in a psychiatric unit, Additionally, there have been university 
courses in nursing leading to the B.Sc. degree, which also led to registration. 
The licence to practise is a state licence established by state law. 


The U.S. is now converting to university training programs through the 
expansion of university schools and the elimination of independent hospital 
schools. By 1972 the traditional three-year R.N. training program will have been 
phased out. It will be replaced by the four-year B.Sc.N., which is a university 
degree. 

) 

) A new category of nursing called clinician nurses has been created in New 
_York’s psychiatric facilities. These nurses will be equivalent in rank to a super- 
visor, but will have no administrative work to perform. They will be paid 
according to the pay scales of supervisors. The clinician nurse concept has 
developed out of a concern that the nurse in a psychiatric unit has become 
increasingly remote from her traditional task, the care of patients. The nurse 
has been restricted increasingly to administrative and clerical activities, which 
are not part of her traditional function. It is hoped that the category of clinician 
nurse will restore the nursing function to its traditional role. It is hoped also that 
this upgrading of the nursing function and her training and salary improvements 
will attract more, and more capable, people into the profession. 

| In the plan being implemented in New York’s hospitals, the nurse in a 
psychiatric clinic or ward should have no paperwork to do, but should be free 
to work entirely with the patients. She will organize the work of the aides; take 
an active part in developing recreational and _ social activities on the wards; 
perform a trouble-shooting function on the wards by keeping disturbed patients 
under observation and by anticipating when a crisis may arise; conduct ward 
‘Meetings of patients to facilitate the growth of patient government in the wards, 
and take an active role in milieu therapy. 


__ Senior members of the profession said in interviews that with the leadership 
of the clinician nurse who would be a specialist in psychiatric nursing, and with 
the improved undergraduate nursing training which would contain a richer 
psychiatric content, a major improvement in the quality of nursing in psychiatry 
would be achieved without creating a separate profession of psychiatric nurses. 


It must be admitted, however, that neither the British nor the American 
practice can in itself be viewed as a model for development of psychiatric nursing 
in Ontario. In Britain a tradition of male nurses exists. This tradition may develop 
in Ontario, but it cannot be expected to. In the U.S., as there is no organized 
body of psychiatric nurses whose training background is based on the British 
Model, changes there have not had to take this circumstance into account. It 


158 Nursing and Psychiatric Nursing 


remains to be seen how they will solve the problem when it arises because of — 
their proposed program of recruitment from abroad — especially in the former 
British colonies in the West Indies. The American approach, however, is obviously 
in line with the directions contained in the RNAO proposals, with one major 


difference — the elimination of hospital training schools. 


A Plan for Ontario 


Ontario’s training requirements should contain these elements: 


1) 


2) 


3) 


4) 


A formula is needed whereby psychiatric nurses trained in the 
British system can receive registration of equivalent status with 
Ontario registered nurses but be privileged with registration for the 
purpose of working in a psychiatric service only. This would 
remove the requirement of additional training for psychiatric nurses 
in order to acquire equal professional status with Ontario trained 
registered nurses in psychiatric services. At the same time the 
limitation placed on the registration would mean that psychiatric 
nurses would not enjoy a professional status to which they are 
not entitled by training in non-psychiatric service settings. However, 
recognized status for psychiatric nurses and general registered nurses 
in psychiatric services will be meaningful only if the psychiatric 
preparation of general registered nurses is substantially improved. 


Enrichment of the current training programs for the R.N. with 
psychiatric content both qualitatively and quantitatively theo- 
retical and practical, is needed. The need to improve the amount 
and quality of psychiatric training for nurses can be supported 
independently. 


A specialty should be developed in psychiatric nursing, requiring 
one year of concurrent academic and practical training at a 
university level. It cannot be expected that the psychiatric content 
of the registered nurse’s training will be improved so much or so 
quickly that these nurses will be able to bring to hospitalized 
patients all the benefits that could be brought. But the nursing 
function in psychiatric hospitals and wards would be greatly 
strengthened by the infusion of leadership qualities in a specialist 
in psychiatric nursing. This certification should be available to 
psychiatric nurses trained on the British model when they qualify 
in terms of educational and experiential prerequisites and when 
they pass whatever examinations are established for certification 
of a nurse as a specialist in psychiatric nursing. 


The development of community college-centred undergraduate 
nursing courses should be supported. There would be close liaison 
between the college schools and teaching hospitals, so that educa- 
tion and training could be closely integrated and pursued con- 
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comitantly. It is unlikely that a sufficient number of nurses could 
be trained at university level alone. Further, it is not clear that 
high quality nursing is conditional upon university level education 
| and training. University-trained nurses are needed also, of course, 
) in a wide range of educational, leadership and service roles. Com- 
munity colleges can more easily establish the many necessary links 
between the educational centres and the hospital training settings. 


5) If these guidelines were followed rather than the proposals of the 
PNAO, no separate schools of psychiatric nursing would be 
required, and no special licensing or regulatory body for psychiatric 
nursing, per se. The functions of the College of Nursing would have 
only to be appropriately modified. The PNAO presumably would 
retain the responsibility of promoting the professional intersts in 
Ontario of psychiatric nurses trained on the British model. 


6) There should also be training pathways that are realistic and not 
punitive for the psychiatric nurse to become a registered general 
nurse (presumably, an additional eighteen months’ training) and to 
acquire certification as a specialist in psychiatric nursing without 
necessarily first acquiring registration as a general nurse (as 
indicated in 3) above). 


7) Although there does not appear to be an adequate justification for 

the creation of a separate profession of psychiatric nurses, the 
| psychiatric nurses trained on the British model should receive 
: professional recognition equivalent to that of a registered nurse and 
should be eligible for equal pay, status and function (clinical 
service and teaching) in psychiatric units. The inclusion of psychia- 
tric nurses in the nursing profession in this way would enlist them 
in the service of bringing about the improvements in the psychiatric 
content of nursing generally that are so badly needed. 


) In addition to these principles, the university schools of nursing might be 
‘encouraged to undertake two developments. There appears to be a need for a 
four-year undergraduate program leading to a B.Sc. in nursing, and an R.N. 
ih two years of general nursing and two years of specialization in psychiatry 
and related fields in the humanities and social sciences. This course might be 
modeled on the apprenticeship or internship system in engineering education at 
a University of Waterloo — that is, hospitals could pay student nurses for 
their internship in an amount sufficient to cover at least a substantial part of the 
costs of their formal education. This program would achieve three objectives: 1) 
integrate theory and practice; 2) upgrade the knowledge and skills of nurses and 
hence of the profession; 3) attract more young women into the field. Graduates 
of this course would be eligible without make-up courses for enrolment in the 


M.Sc. program in psychiatric nursing (to be discussed in a moment). They would 
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be eligible also for certification as specialists in psychiatric nursing with the 
completion of six months’ work in a psychiatric unit and with passing the required 


examinations. 


The M.Sc. in psychiatric nursing could provide an advanced training in 
psychiatric nursing that would be the equivalent in educational standing and 
function of the category of nurse clinician being developed in the U.S. These 
nurses, if they showed special aptitude for work in psychotherapy, could qualify 
for training in psychotherapy and thus provide some of the more highly specialized 
skills needed in mental health. Some of them might also become eligible for 
psychoanalytic training, since nurses are among the professional people considered 
as candidates by the Canadian Institute of Psychoanalysis. The degree would also 
provide avenues for career advancement in clinical work, teaching and research. 
The existence of opportunities for career advancement is an important factor in 
attracting people to a profession. These developments, it is hoped, would correct 
the weaknesses in current training for psychiatric nurses. 


Treatment Centres for Emotionally Disturbed Children 


There is a particular psychiatric service to which nurses with psychiatric training 
could make an especially important contribution: the residential treatment of 
emotionally disturbed children. In fact, nurses are scarcely used at all in the 
therapeutic programs of residential treatment centres. The main reasons for this 
are probably the general shortage of nurses and the inadequate preparation of 
nurses for the therapeutic tasks of the centre. As has already been pointed out, 
most nurses trained in Ontario receive only three months of psychiatric experience. 
Also, in Ontario, there are no graduate courses in psychiatry for nurses similar 
to the one offered by McGill University. 


One should not, however, draw the simple conclusion that efforts should be 
made to prepare a large number of nurses for this kind of service. The traditional 
medical role of the nurse also is essential in these services, since the child patients 
will need nursing care for physical illnesses and the normal range of cuts and 
bruises from childhood accidents. Additionaliy, in order to fill this service gap 
a new kind of worker — the child care worker — has been developed. At Thistle- 
town Hospital, for example, the nursing staff provides traditional nursing care on 
a twenty-four-hour basis, and child care workers specially trained for the task 
provide ongoing care, direction and companionship for the patients. This approach 
has the distinct advantage of not drawing upon a manpower resource (nursing) 
which is already in short supply. 


Nevertheless, there are nurses who are specifically interested in working with 
emotionally disturbed children. These nurses would, in all likelihood, be inclined 
not to work at all if no such opportunities were available to them. Consequently, 
their involvement in psychiatric nursing in residential treatment centres would 
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not be a drain on nursing resources but would provide an increase. It is to be 
hoped that centres for the treatment of emotionally disturbed children that are 
much smaller than Thistletown Hospital will be established on a catchment area 
basis throughout the province. As these centres could not easily afford the 
differentiation of the medical nursing and psychiatric care functions that is 
practicable at Thistletown, nurses who combined general nursing skills with 
psychiatric training would be valuable in such centres. There is no reason why this 


combined nursing skill could not be used effectively in larger hospitals also. 
Moreover, as services and training programs developed, nurses with a university 


_ degree involving a major in psychiatry and with postgraduate training in psychiatry 


would be ideal candidates for positions as senior nurse clinicians in residential 
treatment settings and perhaps ultimately as psychotherapists. 


Chapter 8 Subprofessional Mental 
Health Workers 


Roles of Subprofessional Mental Health Workers 


At a somewhat lower level than nurses in the vocational hierarchy there is a 
group of workers made up of nurse’s aides, attendants, custodial officers and 
child care workers. The position of each of these categories within the hierarchy 
is defined in terms of education, training and function. These personnel are 
becoming increasingly important in two different ways as experimentation and 
improvement in mental health services proceed. Aides, clerical assistants and 
cleaning staff are required to liberate the nursing staff from a host of routine 
clerical and menial tasks, so that they can contribute more directly and fully to 
patient treatment and care. But, in addition, the concept of milieu therapy 
requires that these persons should be able to interact constructively with patients, 
and that they should have some rudimentary understanding of the nature of 
mental illness. This capacity in all personnel in a psychiatric inpatient unit, down 
to and including the person who washes the floors, is especially important when 
they are part of the patient’s total environment. What is realistically at issue here 
is simply the selection of reasonably healthy (mentally) individuals without the 
requirements of intelligence, education and training that are necessary for 
nursing work. 


The contribution that these untrained workers make to a humane hospital 
environment leads to the second function, which involves a more direct contri- 
bution to a treatment program. In some settings (Guelph Reformatory is an 
example) custodial officers are trained on an in-service basis to conduct group 
psychotherapy sessions with inmates under the supervision and with the assistance 
of a social worker. In-service training programs for child care workers are being 
conducted by John Brown Camps Inc. and by Thistletown Hospital. These pro- 
grams differ in a number of respects, which will be examined in another context; 
but they have in common the concept of training individuals to perform a set of 
care, custodial and therapeutic tasks at a subprofessional level. The need for this 
type of ancillary psychiatric personnel is widely acknowledged. 


Subprofessional Psychotherapists in Service Three, New Haven 


Each occupational group is different and requires separate discussion, but the 
underlying and guiding concept has been incorporated in experiments in the pre- 
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paration of ancillary therapeutic mental health personnel in the U.S. One of the 
most interesting of these schemes is being developed by Dr. Max Pepper at 
Service Three, New Haven, Connecticut. His program indicates the potential for 
therapeutic work that exists in subprofessional workers. 


The catchment area of Dr. Pepper’s Mental Health Centre is made up of two 
Socio-economic areas, of which the largest is New Haven’s negro ghetto. In the 
ghetto unemployment is a serious social problem. Dr. Pepper took the view that 
for economic reasons his Mental Health Centre should provide employment for 
ghetto dwellers, and that ghetto dwellers were needed as workers in the Mental 
Health Centre in order to establish mutual communication and understanding. 


In simultaneous pursuit of both objectives, Dr. Pepper embarked on an in- 
_ Service training program for black psychotherapists. The principles of selection for 
applicants for this training program are interesting. Education was considered of 
Secondary importance, although general intelligence was essential. Applicants were 
accepted with only a grade nine or ten education. In addition to intelligence, 
qualities of personal maturity, healthy motivation and perception were essential. 
Applicants were selected on the basis of individual interviews with professional 
staff and through a group interaction situation in which the applicant’s abilities 
to relate to others could be observed. Successful applicants were given an inten- 
_ Sive training program, which was limited to three months (because three months 
was the training period that state authorities would provide, not because Dr. 
_ Pepper thought that it was sufficient); after this time they were set to work doing 
_ counselling under supervision with patients in the outpatient clinic. 


) Through supervision, these workers receive ongoing in-service training in 
_ counselling and psychotherapy. In the opinion of Dr. Pepper, the experiment with 
non-professional mental health workers has been successful. Some of the appli- 
) 
| 
| 
| 
| 


cants, after two years of work under supervision, have demonstrated an unusual 

ability to work therapeutically with the mentally ill. They have gained for them- 

selves an important place in the therapeutic service of the outpatient clinic, 

despite the threat their presence has represented to other professional staff and 
especially to some of the psychiatrists. 


Dr. Pepper’s work in Service Three provides a clear indication of what can be 
done by imaginative leadership despite numerous obstacles. The two principal 
obstacles encountered by the black psychotherapy program have been the state 
bureaucracy, which could not easily adapt to the terms of the problem and its 
solution, and the attitudes of professional monopoly towards therapeutic services 
on the part of psychiatrists and psychologists. 


Similar Projects in Ontario 


Somewhat similar projects have been undertaken in Ontario. For example, Dr. 
Peter Thompson, during his term as Director of the Forensic Clinic in Toronto, 
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developed an in-service training program for the non-medical members of the 
clinic (largely social workers) in group psychotherapy. Among the useful results 
of this program has been the work of the late Val Hartmann in developing group 
therapy for prisoners in the institutions of the Department of Reform Institutions. 
Hartmann was himself trained in this work in the in-service training program 
directed by Dr. Thompson. Other examples could be cited. Unfortunately the 
existence and success of these in-service training programs has been contingent 
upon the spontaneous dedication of individuals. Once they leave, the programs 
collapse. What is needed, then, is an institutional structure to formalize, support 
and give continuity to these individual training schemes. 


As the questionnaire survey of psychiatrists has amply demonstrated (Tables 
4.3, 4.4), many psychiatrists are interested in teaching. Some psychiatrists might 
well be prepared, under the proper conditions, to share their knowledge and 
skills with less qualified personnel. (This attitude is integral to community 
psychiatry, which increasingly is winning the approval of psychiatrists.) Similarly, 
a number of clinical psychologists, psychiatric social workers and senior nurses 
might be willing to engage in this type of teaching, as long as they were 
adequately renumerated. 


Aides and Attendants 


One distinct group of these subprofessional ancillary workers is formed by the 
aides and attendants who have graduated from the ten-month course given at the 
Ontario Hospitals. At present, their certificate is recognized only within the 
Ontario Hospital system; should they seek to work in hospitals outside the pro- 
vince, or in general hospitals within the province, they are usually hired at the 
level of trained orderlies. The aides and attendants are highly regarded by 
psychiatrists and nurses, and the more experienced and talented ones do valuable 
work with patients. In many cases they are the only persons within the hospitals 
who come from the same social background as many of the patients, and who 
share their values and goals. The main aim of the aides and attendants, beyond 
custodial care and supervision, is to provide what is described as remotivation — 
the encouraging presence of links with normal social existence. 


The College of Nurses plans to inspect the training facilities for these aides 
and attendants with a view to recommending that those schools which offer 
adequate training be accredited. The graduates of these accredited schools would 
be recognized as registered nursing assistants (R.N.A.’s). It is felt by directors 
of nurses that this move would improve staff morale; presently aides and atten- 
dants are doing the same work as R.N.A.’s, but they do not have the same 
status and are not employed at the same level in the general hospital psychiatric 
wards. In most instances, the Ontario Hospital trained aide or attendant is con- 
siderably better equipped for, and more experienced in, dealing with the mentally 
ill than is the graduate of the straight R.N.A. course. There is no reason for this 
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group to be denied any longer the recognition it deserves. If any of the schools 
are found lacking by the College, for want of teaching staff or classroom facilities, 
the government might well take Steps to see that these are provided. 


With regard primarily to the Ontario Hospital setting, there are a number 
of minor positions which could be either created or filled, to remove some of the 
tedious responsibility from the nurses, aides and attendants. The first is the 
Position of ward clerk. This person, who would be required only to be literate 
(and presumably have grade ten or even grade eight education), would be respon- 
sible for writing minor reports and requisitions, duties now performed in most 
instances by a registered nurse. Second, a clothing clerk, with the same quali- 
fications, could look after the patient’s clothing, keep up-to-date lists, and issue 
the patients with their necessities. Finally, housekeeping departments need to be 
established in the hospital. 


Child Care Workers 


Yet another group of ancillary mental health workers js the child care workers. 
This group is still only at the first Stage of development. 


In 1965 the first child care course in the province was inaugurated, backed 
by the efforts of the Ontario Welfare Council’s Committee on Children’s Institu- 
tions. The Council wanted to establish training schools for personnel who had been 
working merely as “glorified baby-sitters”. Workers giving hour-to-hour care to 
disturbed children require formal full-time training. The first course began at 


_ Thistletown. Later, a course was set up at the Provincial Institute of Trade. Com- 
| munity colleges, such as Fanshawe in London, have followed suit. Centres such as 
_ Sacred Heart and Lakeshore Psychiatric Hospital are offering formal courses to 


their workers, as well as on-the-job training. 


Functions 


Child care workers are the key to the hourly care and companionship provided 
_ by residential institutions to their patients. They are the personnel who provide 
milieu therapy. A sound course in child care work is needed to prepare workers 


to make informed observations of the patient’s total needs in relation to his dis- 
_turbances, and to respond humanely and therapeutically to them. An untrained 
worker could cause harm to a disturbed child. For instance, in caring for a 
Schizophrenic child, an untrained worker might unwittingly cooperate with deper- 
-Sonalized autistic withdrawal in the interest of promoting what he might naively 


| consider “good” manageable behaviour. The training, therefore, must teach the 
worker to perceive the symptoms of a mental illness; to relate himself therapeu- 
| 


tically to the disturbed child; to encourage the growth of a healthy, sturdy per- 
‘sonality through daily and hourly interaction. Professional staff are responsible 


for diagnosis; but the child care worker, under the appropriate direction, becomes 
involved in an important way in the patient’s treatment. 
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Although the child care worker cannot diagnose and is limited in his thera- 
peutic interaction to transactions at the conscious level, he can contribute his 
observations and experience of a child in his care to the understanding of the 
professional personnel who are responsible for diagnosis and for any intensive 
psychotherapy or other specific treatment that might be given. 


Training 

The course at the Provincial Institute of Trade is perhaps typical of the training 
provided for child care workers. It enrols a maximum of fifteen students who have 
completed grade twelve, plus five students who have had some experience in 
caring for disturbed children. During the first year, the student spends two days 
each week doing field work; in his last year he spends three days per week. 
Supervised work experience is provided at Boys Village, Sacred Heart, Thistle- 
town, Warrendale, Sick Children’s Hospital, Children’s Aid Receiving Centre on 
Huntley Street, Hagersville Reform School, Earlscourt, and the Lawson Residence. 


The training program for child care workers at Thistletown Hospital was one 
of the first. It has had to provide the personnel needed to staff similar care and 
training services elsewhere. The educational prerequisite for admission to the 
course is a grade twelve education. The course covers a two-year period, and its 
curriculum falls into two parts: formal lectures and seminars, and supervised in- 
service training. One day in each work week of five days is devoted entirely to 
lectures, seminars and formal study. The remaining four days are devoted to 
eight hours of work in a clinical service under the supervision of a seasoned child 
care worker who is himself responsible to the psychiatric staff. The ratio of 
supervising staff to trainees considered desirable (by Dr. Atcheson, the Director 
of the Thistletown Hospital) is four trained personnel to every trainee. However, 
at present a ratio of only one trained child care worker to every four trainees 
is possible. The problems arising from this situation have been discussed in an 
earlier section of this report. 


Limits of Competence 


It is essential to the work skills and function of the child care worker, and there- 
fore to his training, that a precise limit to his competence be drawn. Perhaps 
the simplest way to delineate this limit is as follows: a child care worker is trained 
to provide informed, understanding care for and observation of emotionally dis- 
turbed children that will effectively support the diagnostic and therapeutic work 
of psychiatrists, psychologists and social workers. The function of the child care 
worker is not to provide diagnosis or therapy. In keeping with this principle Dr. 
Atcheson, along with a majority of other psychiatrists interviewed, takes the con- 
servative view of milieu therapy: it is to be regarded as a care program supportive 
to therapy. It is of very great importance, since the therapy provided by psychia- 
trists can be frustrated if the care environment of a residential centre is inade- 
quate; but, despite its name, it is not in itself a therapy. Rather, milieu therapy is 
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a care and/or rehabilitation program. (It must be noted, however, that some 


psychiatrists do in fact consider milieu therapy to be a genuine form of psycho- 
logical treatment.) 


A Private Training Program 


_ A rather different type of training program for child care workers js provided by 
_ Brown Camps Inc. Under this program training is provided to newly recruited 
Staff who come into service for the most part with little or no preparation. An 


educational prerequisite would be a grade twelve education, but in fact most of 


the recruits have at least some university education and some have university 


degrees. The course consists of a two-year program which falls into three parts: 
1) a formal component, consisting of lectures and seminars given by professional 


Staff, including psychologists and social workers; 2) a service component, con- 


sisting of work under the supervision of a more experienced child care worker; 
_3) a therapeutic component, consisting of participation in group psychotherapy. 


The purpose of this last component is to provide a situation in which the 


worker can share with other workers his emotional reactions and difficulties in 
his work with the children. It is not clear that the term “psychotherapy” is the 
correct one to use here; psychiatrists who are familar with psychotherapy and with 


the sessions in the Brown Camps training program have Suggested that group 
counselling would be a more appropriate term. Counselling involves the communi- 
cation and examination of emotional and relationship problems at the conscious 
level, whereas psychotherapy involves the communication and interpretation of 
‘symbolic material (such as dreams) whereby the unconscious determinants of 
of emotional and relationship problems can be uncovered and resolved. Since 
none of the supervisors of these sessions is trained in psychotherapy, they are 
said to be unable to function in group psychotherapy sessions. Dr. M. A. Fischer, 
who is a psychiatrist trained and experienced in the use of individual and group 
psychotherapy, and who has been a consultant to Brown Camps Inc., reported 
that he has conducted group training sessions for child care workers at Warren- 
dale prior to its take-over by the Department of Health, but that group counsel- 
ling or group training would be a more correct designation of their nature. He 
viewed them as providing an opportunity for child care workers to discuss prob- 
lems in their new work, focusing mainly on personal emotional problems. They 
yere not designed to uncover or treat unconscious instinctual processes. Dr. 
Fischer had a high opinion of the worth of these Sessions as a preparation of the 
child care worker for his work. 


; 
The group counselling sessions for child care workers at Brown Camps Inc. 
ure provided by Individual and Group Counselling Services whose director, 
William Henry, was a former employee of Warrendale and subsequently of Brown 
vamps Inc. Among the group leaders who provide counselling sessions for new 


child care workers through Individual and Group Counselling Services are child 


168 Subprofessional Mental Health Workers 


care workers who were themselves trained by Brown Camps Inc. Mr. Henry is 
a social worker with broad experience in child care and welfare. 


The training program conducted by Brown Camps Inc. has grown out of 
necessity. Many children in the province are in need of residential psychiatric 
care and treatment; in order to provide the personnel to do this work and in the 
absence of other training programs which could supply the number of workers 
needed to man the services, since its formation in 1966 Brown Camps Inc. has 
continued a training program that was already under way when its professional 
personnel were employed at Warrendale. 


The specialists in child psychiatry interviewed were concerned about the lack 
of adequate facilities and personnel for the care and treatment of emotionally 
disturbed children. Many of them were prepared to give Brown Camps Ince. full 
credit for the effort being made to fill this serious gap in training and service. 
However, they also voiced a number of criticisms of the training program itself: 


1) It is doubtful that anyone except the psychiatrists who act as con- 
sultants to Brown Camps Inc. is competent to dispense group 
psychotherapy to the child care workers, yet they (the child care 
workers) believe that they are receiving group psychotherapy and 
pay for it out of their earnings. 

2) The same person or persons should not act as employer, employ- 
ment supervisor, teacher and therapist; on the contrary, these func- 
tions should be kept completely separate. They tend to run together 
in the training program at Brown Camps Inc. 

3) A treatment program in conjunction with a training program for 
child care workers should not be a condition of employment. The 
unfortunate fact is that the pressures inherent in the institutional 
and professional inadequacies of current facilities make it difficult 
to see how any group — however good their intentions, and how- 
ever much they might want to build into their training programs 
safeguards of the kind implied by these criticisms —- would be 
able to do so. 


The Need for Independent Training Centres 


It is important that new institutional and professional resources should be created 
to fill the gaps. A viable possibility would appear to be emerging already in the 
community colleges. Teachers in clinical psychology, social work and nursing 
could be added to the faculties to provide independent formal and seminar 
instruction in conjunction with supervised apprenticeships in clinics, hospitals and 
residential centres. 


It must be pointed out, however, that there is a substantial difference between 
some of the child care workers developed in the Brown Camps Inc. training 
program and all of the child care workers developed in programs such Thistle- 
town’s. Some of the child care workers at Brown Camps Inc. are university 
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graduates. A few of them have had brilliant undergraduate careers. Because of 
their ability to advance to the highest levels of education and service these indi- 
viduals are capable of a greater career development than any program for training 
child care workers could possibly provide. In fact, their training as child care 
workers leaves them in a professional limbo, because they are seriously under- 
trained relative to their inherent intellectual and personal capabilities. 


These persons shed a very clear light on a basic inadequacy in Ontario’s post- 
graduate education in mental health. They are young people Strongly motivated to 
service in the mental health field, without any interest in medicine but with excel- 
lent undergraduate degrees, who have no opportunity for postgraduate education 
that is 1) service-oriented and 2) preparatory for worthwhile, responsible and 
demanding diagnostic and therapeutic work in mental health services. This 


_ problem takes us beyond the limits of the present discussion and will have to be 
_ taken up in another place. Suffice it to say here that the solution to the problem 


appears to require the establishment of a new postgraduate training program in 


_ therapeutic psychology. 


There are disadvantages inherent in a highly stratified status structure among 


employees in the same service. One is the possibility of tension among employees, 
_and a high turnover of staff when persons find themselves trapped at a level that 
| inhibits their potential growth and places them in a position of subservience to 
| persons whom they may regard as in no way Superior to themselves. On the other 


| 


hand, only a very poor quality of worker may be attracted to these low level 


| occupations. To avoid these disadvantages, an employment structure is desirable 
in which upward mobility is possible for those who are capable and interested in 
advancement through further training. 


Such a structure might consist of these elements: 


1) A category of mental health worker could be established with a 
system of gradients from the menial and clerical workers described 
above, through aides, custodial Officers, attendants, child care 
workers, psychiatric nurses (British model) to subprofessional 
mental health counsellors. 

2) A series of courses could be formed, graduated in terms of their 
difficulty and content and taught at community colleges, to which 
mental health workers could go for the additional instruction 
needed for advancement. 

3) A sabbatical leave system could be established, whereby a mental 
health worker who had the necessary qualifications could continue 
his employment and receive further education and more senior 
staff members could be used as the apprenticeship component of 
the more advanced training, and could run concurrently with the 
additional forma! lecture and seminar work at the com- 
munity college. 
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4) An accrediting, examining and registering board could be estab- 


lished to accredit courses in community colleges and hospital 
apprenticeships, to establish general examination standards for the 
more advanced grades of mental health worker, and to establish 
registration for these personnel, with procedures for removing 
unsuitable persons from the register. The board should be com- 
posed of senior mental health workers, senior members of the 
other mental health professions, independent educators, and repre- 
sentatives of the public interest. 


This system would have a number of additional advantages besides the ones 


already cited above. 
1) It would introduce a degree of cohesiveness and stability into 


developments which now tend to be rather chaotic and sporadic, 
and militate against an unnecessary proliferation of distinct sub- 
professional groups working in the field with highly diverse and 
often unknown qualifications. 


2) It would provide a mechanism for public support for the further 


training of these workers. It would involve the community colleges, 
thus multiplying the utilization of the faculty resources they will 
have to develop if they become involved in the training of nurses. 


3) It would provide an additional type of registration and perhaps the 


more appropriate one for psychiatric nurses trained on the British 
model. Persons with these qualifications could be admitted to the 
penultimate grade of mental health worker. This registration, 
because it is uniquely in the mental health field, would be more 
suitable than a nursing registration. Such a registration also would 
be congruent with public attitudes concerning the identification of 
nursing as a woman’s profession. In fairness to the training that 
psychiatric nurses have, however, it would be necessary to establish 
professional parity between registered nurses and this grade of 
mental health worker. It would be necessary also to enable this 
classification of mental health worker, who has the educational 
prerequisites, to proceed to the M.Sc. in psychiatric nursing, so as 
to qualify for the most advanced teaching, clinical and supervisory 
tasks and positions within the competence of the nursing profession. 


4) The carefully planned development of mental health workers of all 


types would be a major influence in the expansion and improve- 
ment of various types of mental health facility: psychiatric units in 
general hospitals, community mental health clinics, residential 
treatment centres for emotionally disturbed children, rehabilitation 
centres, and the reform institutions of the province, not to mention 
the treatment and care programs of mental hospitals. 


Chapter 9 Psychiatric Social Workers 


Definition of the Term 


There are four different conceptions of the nature and training of a psychiatric 
social worker. 


1) A psychiatric social worker is a general social worker employed in 
a mental health service. His functions usually include the following: 
taking social histories of patients; establishing effective liaison with 
families of patients or social agencies that will be needed by the 
patient during his hospitalization; assisting patients with post- 
hospitalization; rehabilitation; communicating with other mental 
health professions — such as psychiatrists, psychologists and nurses 
who are more directly involved in the diagnosis, treatment and 
hospital care of the patient — concerning his social history and 
situation; and contributing generally to milieu therapy. In order to 
do this work a social worker requires a general training with suffi- 
cient knowledge of mental illness to perceive and understand the 
health problems of the patient. But his major skills and their focus 
concern the patient’s social situation. 

2) A psychiatric social worker is a general social worker employed in 
a mental health service to do the work described in 1), and also 
equipped, through supplementary in-service training in psycho- 
diagnosis and psychotherapy, to treat certain patients individually 
or in groups (especially family groups) by means of counselling 
and psychotherapy. It is desirable but not necessary for the 
psychiatric social worker to have received extensive formal and 
practical training in psychodynamic psychology and psychopatho- 
logy as part of his social work education. In any case, in order to 
perform this additional function supplementary in-service training 
is necessary, usually under the direction of psychiatrists, and after 
formal training has been completed. 

3) A psychiatric social worker is a social worker who has received 
specialized M.S.W. training in the diagnosis and treatment of 
emotionally disturbed persons by means of counselling and psycho- 
therapy. Such a social worker would be equipped to share fully in 
the psychological aspects of the work of psychiatry (just as a 
clinical psychologist might) in a mental hospital, mental health 
clinic, or forensic service. He would not, however, be thoroughly 


sig 
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trained in general social work and would not be as well equipped 
to perform the services enumerated under 1) as a social worker who 
was so trained. 

4) In order to do justice to the realities of social work practice in 
Ontario, it is necessary to add a fourth concept. A social worker 
is a former nurse, teacher, or custodial officer in a training school, 
or a similar person, who has been employed to do the work of a 
trained social worker and who may receive some in-service training 
by an M.S.W. in psychiatric social work as described in 1). No 
doubt there are numerous skilled social workers generated for 
service in Ontario’s institutions and agencies in this way, but the 
principal reason for the employment of people so trained is the 
chronic shortage of trained social workers. 

A variant on this type of social worker is the graduate of a training 
program in social work at Ryerson Polytechnical Institute or at 
certain community colleges. 


There are psychiatric social workers of all four types practising in Ontario, 
although for a reason that will be discussed in a moment, the third type is 
uncommon relative to the others. Suffice it to say that the designation “psychiatric 
social worker” is so intrinsically ambiguous that no simple and unequivocal defi- 
nition can be given. Each of the first three conceptions answers to a need for a 
specific kind of service, or combination of services, at a professional level. As 
might be expected, there has been some disagreement among social workers them- 
selves concerning the nature of psychiatric social work, the training preparation 
necessary for it, and its place in social work generally. In order to understand 
the current situation it is necessary to grasp some details of the history of social 
work in Canada and the United States. 


Historical Developments 


Historically, social work in Canada and the United States has been divided into 
a variety of separate segments. There have been associations for psychiatric social 
workers, for medical social workers, for school and probation social workers. 
This separation into specialties has been characteristic of training programs also. 


In 1955 the National Association of Social Workers in the United States was 
established to bring about the unification of these disparate, separated, sometimes 
conflicting, types of social worker. The aim since then has been to encourage a 
general common base of competence and of function on the part of social workers, 
whatever their specific field of vocational activity may be after their training and 
internship has been completed. The rationale behind this concept is that every 
social worker has to cope with a specific group of interrelated problems focused 
upon social relationships of all kinds (employment, familial, recreational, legal, and 
so on). The psychiatric social worker, for example, needs to be familiar with the 
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functioning and nature of the school system, of probation and court systems, and 
of various agencies and institutions in the Society. Consequently, the Council of 
Social Work Education has adopted the policy that there should be no specializa- 
tion of accreditation and no specialization of curriculum in terms of subdiscip- 
lines, such as psychiatric social work. Instead, there has been established through- 

_ out the United States and Canada a generally accepted basic curriculum for the 
training of social workers. 


Within the National Association there are divisions called councils. There 
is a Council of Mental Health and Psychiatry, a Council for Social Workers in 
the Schools, and a Council for Probation Officers. Thus, the social worker who 
does specialize (and most social workers Specialize to some extent) will have 
_ fecourse to a subdivision of the total organization which is specifically interested 
_ in his particular area of practice.! 


| The essential meaning of this development is that through their official 
national organizations and training programs, social workers have themselves 
opted for the concepts of psychiatric social workers embodied in definitions 1) 

and 2). This policy accounts for the small number of psychiatric social workers 
in the third sense. 


| 


| Accreditation of Social Work Training 


The organizational structure for the accreditation of schools of social work is of 
| Special interest, because it provides a model that may be applicable to clinical 
psychology. It has the interesting feature of providing for a fairly uniform North 
American standard. 

The Council of Social Work Education is an international body. It has affi- 
liates throughout the United States and Canada, and it serves both countries. Its 
principal function is to establish and maintain standards of education and social 
work practice through the accreditation of schools for the training of social 
workers in North American universities. The accreditation involved is voluntary 
rather than legal. That is to say, accreditation is based on the force of peer judge- 
Ment, rather than on the force of law supported by fixed penalties. The sanction 
of peer judgement has been found to be adequate to establish the kind of control 
over standards, curriculum and training that the Council feels is in the best 


interest of the profession. 


Social Work Training 


It has been the task of the Council of Social Work Education to develop a basi- 
cally uniform curriculum for the training of social workers in the schools of the 
United States and Canada on the basis of the general principles already discussed. 
Field interview with the Associate Director of the Council of Social Work Education. 
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Two important parts of every training program are methodology and field 
work experience, through which the student masters the practical skills of his 
profession. Some variation occurs in the way in which field work is introduced 
into the program at any given school. Either the concurrent plan or the block 
plan may be used. The concurrent plan consists of the integration of field work 
with ongoing formal lecturing and seminar work; the block plan separates off the 
field work as a special segment of the academic year, during which the social 
worker in training devotes all his time to field work. 


The Curriculum 


Four elements make up the nucleus of the curriculum of any school of social 
work: the study of individual human growth and the social environment; social 
policy and services; methodology; and field work. Methodology includes three 
specific topics: casework, group work, and community organization. 


The individual student may concentrate on one or other of these methods. 
However, new thinking in social work is seeking to combine the methods, so that 
students will be competent to handle each. Also, administration and research are 
being stressed increasingly, although they are not now major elements in the 
methods program. 


The choice of method is important as far as the nature of the future involve- 
ment of psychiatric social workers in mental health services is concerned. Psycho- 
dynamically oriented psychiatrists have stated in field interviews that a social 
worker with the necessary personal qualities, who has received a thorough training 
under supervision in casework as part of the M.S.W. training, is an excellent 
candidate for in-service training as a mental health counsellor or psychotherapist. 
Indeed, many of them are of the opinion that social workers have better back- 
ground preparation for work as psychological therapists than have clinical psycho- 
logists, because of their casework training. 


On the other hand, the social worker whose methods training and field work 
experience have been concentrated on group work and community organization 
may be a more valuable associate of the community psychiatrist. In fact, a case 
could be made for the view that community psychiatry is essentially a specialty 
within social work, and could be done most economically and effectively by social 
workers with a training beyond the M.S.W. in psychiatry. 


At the present time, in addition to the Master of Social Work training pro- 
grams, in the United States and Canada there are fifteen universities offering 
doctoral programs. 


Status of Psychiatric Social Work 

There has been and there remains some conflict within the social work profession 
concerning the status of psychiatric social work. Psychiatric social workers of the 
second and third type have tended to view themselves as apart from and superior 
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to general social workers. The official policy of the Council of Social Work Educa- 
tion is based on the concept that all social workers are on an equal footing, and 
that a specialty is something that derives from basic general practice. There are 
many social workers in the United States and Canada, however, who see them- 
selves essentially as individual therapists. Their preferred work setting is in 
clinical practice in association with other mental health professionals. The Asso- 
ciate Director of the Council takes the view that the impact of community 
psychiatry will tend to encourage social workers with an interest in mental health 
to work more in the community with agencies and groups, and to be less 
interested in individual and group psychotherapy and counselling.? 


Relationship of Psychiatric Social Work to Psychiatry 


Although a psychiatrist has wider and more comprehensive training in physical 
as well as mental health problems than a clinical psychologist, he does not neces- 
sarily have more advanced training in certain aspects of human psychology; and 
he will certainly be less well trained in research than many Ph.D. psychologists. 
The social worker has a training that is neither as comprehensive nor as advanced 
as that of the psychiatrist. He has, however, a specific area of expertise which 
makes it possible to make an independent, if ancillary, contribution to the diag- 
nosis, treatment and care of the mentally ill. 


The questionnaire to psychiatrists (Study 2) shows an active use of social 
work services by psychiatrists in clinical settings for diagnosis, treatment and 
general care (see Table 9.1). But forty-one psychiatrists who devoted at least part 


TABLE 9.1 
Utilization of Psychiatric Social Workers for Diagnostic Tasks by Psychiatrists 


Percentage of cases of psychiatrists to which psychiatric social workers 
make a diagnostic contribution 


Number of 0-20 21-40 41-60 61-80 81-100 
ee ea see aie Meh dre sigh py) od OSTA” 
psychiatrists 34 lh 8 10 10 


Source: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 
Based on a questionnaire survey of Ontario psychiatrists. 


of their time to clinical practice did not utilize social workers for diagnostic work. 
As will be indicated below, part of the reason for this is not a lack of desire on 
the part of psychiatrists to seek the assistance of a social worker, but the fact that 
no social workers are available. But another factor is that clinical psychologists 
usually have more diagnostic skills than social workers. The casework back- 
ground and orientation of social workers inclines them towards greater involve- 
ment in therapy. 


2I bid. 
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TABLE 9.2 
Utilization of Psychiatric Social Workers for Therapy by Psychiatrists 


Percentage of cases of psychiatrists to which psychiatric social workers 
make a therapeutic contribution 


PES EE BRS, SUIS eae Se 
Number of 0-20 21-40 41-60 61-80 81-100 


psychiatrists ai 19 16 8 7 


Ud eee ee 
SourcE: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 
Based on a questionnaire survey of Ontario psychiatrists. 


As Table 9.2 shows, more psychiatrists utilized psychiatric social workers for 
therapeutic procedures. Twenty-eight of the 114 psychiatrists in the sample who 
devoted at least part of their time to clinical practice did not utilize social workers 
for therapeutic work. This number is substantially less than the number of psychia- 
trists (forty-one of 155) who did not utilize social workers for diagnostic purposes. 


Fewer social workers were used for general care in clinical services — no 
doubt because this would be a rather extravagant use of a scarce professional 
resource, and one that could be performed by nurses or by subprofessional per- 
sonnel. Given the ambiguity in the designation “social workers”, it is likely that 
few if any of the social workers referred to in Table 9.3 are M.S.W.’s. 


TABLE 9.3 


Utilization of Psychiatric Social Workers for General Care of Patients by 
Psychiatrists 


Percentage of cases of psychiatrists in which psychiatric social workers 
contribute to their general care 


Number of 0-20 21-40 41-60 61-80 81-100 
psychiatrists 20 18) 5 1 4 


Bie Mab casas See MD | lip. t Rays Det, See ay tee eige bree 0 > 8 SS ee 
Source: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 
Based on a questionnaire survey of Ontario psychiatrists. 


Seventy psychiatrists in the sample of 115 who devoted some part of their 
work week to clinical services did not use social workers for general care. 


The shortage of these professionals is indicated by the fact that eighty-eight 
of the 115 psychiatrists said that they would utilize more social workers if more 
were available, while only seventeen were satisfied with the current supply. Ten 
did not reply to the question. 


In response to the question, “Should the psychiatric social worker work with 
patients only on referral from a doctor?” sixty-nine psychiatrists in the sample 
answered affirmatively, forty-one answered negatively, and five gave no response. 


The above data relate to the interrelation between psychiatry and social work 
as seen from the experience of psychiatrists with a predominantly hospital and 
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clinical practice. As one would expect, comparable data for the group of psychia- 
trists whose practice is predominantly private show much less utilization of 
psychiatric social work. 


Only twenty-nine of these psychiatrists used the assistance of psychiatric 
social workers in the diagnosis of their patients, and only for a few patients at 
that. Also only twenty-nine of these psychiatrists used psychiatric social workers 
in the treatment of some of their patients; eleven psychiatrists used them for 
general care. This situation is explained largely by the fact that private practice 
in psychiatry consists mainly of the treatment of psychoneurotic disturbances by 
means of psychotherapy on an individual basis. The contributions that most social 
workers could make are not particularly relevant. Furthermore, the typical 
employment patterns in social work are not compatible with the establishment 
of cooperative work relations with psychiatrists in private practice. It is note- 
worthy, however, that of the 103 psychiatrists in this sample, seventy-seven stated 
that they would use the service of psychiatric social workers more frequently if 
more were available; only nineteen stated that they would not; and seven made 
no reply to the question. 


This group of psychiatrists more strongly held the view that referral from a 
doctor is necessary. Sixty-nine expressed this opinion, twenty-nine thought referral 
from a doctor unnecessary, and five gave no opinion. 


Psychiatrists of both subgroups (that is, all psychiatrists who responded to the 
questionnaire) mentioned the following criteria for the utilization of social workers 
to perform mental health services. They are scaled in order of frequency. The 
figures on the right give the frequency with which a criterion was cited. 


1) Family counselling (family as patient unit) 78 

2) Social casework (case histories, supportive counselling of 
patients and liaison with families of hospitalized patients) 64 

3) Presence of social problems that require mobilization of 
community resources 53 


4) Group and short-term psychotherapy — therapy similar to that 
done by psychiatrists if the social worker is trained to do 
therapy 46 


5) Counselling in the absence of psychiatric pathology and/or 
organic illness iD 


Evaluation of Training 


Psychiatrists were not enthusiastic about the training received by social workers 
for the purpose of service in mental health facilities, although they rated social 
workers’ training somewhat more favourably than the training of clinical 
psychologists. 
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TABLE 9.4 
Rating of Training of Psychiatric Social Workers by Psychiatrists 
Excellent 5 
Good 44 
Fair 56 
Poor 20 
Unknown 18 
No response 6 
Total 149 


oie bone Lote lec ae ie tah ell oe 
SourcE: C. Hanly and W. Christian, Mental Health Survey: Psychiatrists (Study 2), 1967. 
Based on a questionnaire survey of Ontario psychiatrists. 


Evaluation of Services 


The assessment of social work services in mental health facilities in the practice 
areas of the general practitioners and specialists surveyed is not very enthusiastic. 


TABLE 9.5 
Assessment of Social Work Services in Local Mental Health Facilities by 

Physicians 
Excellent 29 
Good 91 
Adequate 161 
Inadequate 146 
Very inadequate 60 
Non-existent 71 
Unknown 26 
No response 1) 
Total 659 


ener "00 id ne Ren eee © ores ye 
SourcE: C. Hanly, Mental Health Survey: Physicians (Study 3), 1967. Based on a question- 
naire survey of Ontario physicians. 


The ratings of inadequate or worse (277) almost equal the ratings of adequate 
or better (281). These ratings are to be explained almost entirely, either directly 
or indirectly, by the shortage of M.S.W.’s in the province: directly, for the obvious 
reason; indirectly, because vacancies for positions that require an M.S.W. have 
been filled by inadequately trained personnel. 


Extent of Shortage of Psychiatric Social Workers 


The extent of the shortage of social workers in community psychiatric Services 
and Department of Health psychiatric services has been determined recently by 
Raymond Berry, Advisor in Psychology, Professional Services Branch, Mental 


Function of Social Workers in a Large Mental Hospital 179 


Health Division, Department of Health. Berry’s findings showed that there are 
201 social workers in these services: ninety-nine are in community psychiatric 
services, 192 are in Department of Health services; nineteen are part time and 
182 are full time; 130 spend part of their time in inpatient services, 107 in out- 
patient services; 145 are in adult services and eighty-nine in child services. The 
sum of these figures is greater than the number of social workers because many 
of them, taken individually, work in more than one service within a hospital 
or clinic. 


There are fifty-one vacancies for social workers in community psychiatric 
facilities. There are forty-four vacancies for social workers in Department of 
Health facilities. The total shortage of social workers for existing positions (which 
should not be confused with needed posts in needed services) is ninety-five. To 
this may be added the vacancies for psychiatric social workers in the Department 
of Reform Institutions, in private residential treatment centres for emotionally 
disturbed children, and in social agencies — all of which require social workers 
who are skilled in dealing with mental health problems. There is also a need for 
more mental health counsellors and psychotherapists; and, although, social 
workers are not usually trained specifically to perform these tasks, their case- 
work experience provides those of them with a special aptitude for dealing with 
mental health problems with a background for training in psychotherapy. In fact 


in numerous hospitals and clinics social workers undertake individual and group 


psychotherapy. 


Function of Social Workers in a Large Mental Hospital 


The effective range of social work practice in a hospital setting is well illustrated, 
for our purposes, by the work of the twenty-one qualified social workers at New 


_ York’s Bellevue Hospital. 


The social workers are members of psychiatric teams. They provide a social 


history of the patient to the psychiatric team as part of the data for the creation 
of a therapeutic program. They contribute to the social life of hospitalized 


patients by helping patients to orient themselves to hospital routines and pro- 
cedures; by organizing patient board meetings, at which patients express their 
_ views concerning the hospital and suggest changes; and by organizing social and 


recreational activities. They contribute generally to milieu therapy. They receive 
formal referrals to discuss some aspect of his hospitalization with an individual 


} 
! 


_ patient, to discuss a patient’s welfare with a concerned social agency, to discuss a 


_patient’s welfare with his family. The social worker generally maintains links 


between the patient and his family, and between the patient and his community. 


_A-small number of social workers, approximately three to five of twenty-one, dis- 


pense group psychotherapy in the mental hygiene clinic.? 


Field interview with the Director of Psychiatric Social ‘Work Service Department, Bellevue 
_ Hospital Psychiatric Unit, New York. 
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The salient features of these functions for the purposes of our discussion are 
as follows: 

1) In general, psychiatric social work involves, not sharing the work 
of psychiatrists and clinical psychologists, but making a separate 
although cooperative contribution to the care and treatment 
of patients. 

2) Given special aptitude and when a need exists, the social worker 
may be prepared by in-service training to undertake psychotherapy 
with patients, as illustrated by the three to five social workers in 
the Bellevue Psychiatric Unit who give group psychotherapy. 


The principle that emerges is that psychiatric professionals (psychiatrists and 
psychologists) who are formally trained in psychotherapy are responsible for 
supplementing the formal training of social workers with the training in psycho- 
therapy necessary to undertake this work. There appears to be no reason why a 
social worker, once trained, cannot practise psychotherapy, as long as he works 
in collaboration with a doctor and treats patients only after they have received 
a medical examination (for the reasons already discussed in relation to clinical 
psychology). These reasons are implicit in the criteria in terms of which psychia- 
trists make referrals to psychiatric social workers for treatment. But a general 
licence to practise social work should not include the right to practise psycho- 
diagnosis and psychotherapy. 


Licensing 


In general, throughout the United States and Canada there has not been any 
licensing of social work by state or provincial legislatures. Four or five states, 
however, have licensing procedures. Among these are New York, California and 
Rhode Island. The National Association has been actively promoting state certi- 
fication and licensure for social workers. As far as the National Association is 
concerned, the criterion that should be applied in any such legislation is that the 
candidate for licence must have a Master of Social Work degree from an 
accredited university. 


The question of licensure of social workers as such is not at issue in this 
report; however, the question of a special licence for psychiatric social workers 
is. Given the policies of the National Social Work Associations of Canada and 
the U.S. concerning the training prerequisites for licensure, social workers cannot 


be licensed to perform psychodiagnosis and psychotherapy as clinical psycho- 
logists can be. 


The New York law which certifies social workers in the State of New York 
is premised on the following description of social work practice. 


A person practises social work when he engages in the practice of social 
casework, social group work, community organization, administration of a 
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social work program, social work education, social work research, or any 
combination of these, in accordance with social work principles and 
methods. The practice of social work is for the purpose of helping indivi- 
duals, families, groups and communities to prevent or to resolve problems 
caused by social or emotional disorders.4 


Nothing prior or subsequent to this description in the law provides a more precise 
definition of what exactly is involved in “helping individuals, families, groups and 
communities to prevent or to resolve problems caused by social or emotional 
disorders”. But within the paragraph itself there occurs the controlling description 


of the nature of these services, “in accordance with social work principles 
and methods”. 


Given the philosophy behind the accreditation of social work training pro- 
grams, these principles and methods cannot be deemed to include psychodiagnosis 
and psychotherapy. The social worker could be expected, as could any properly 
trained teacher, to have some ability to identify the presence of a psychiatric 
disorder in a client or pupil, but would be expected to refer the individual in 
whom such a disorder was suspected to a psychiatrist or a psychologist via a 
medical practitioner. Consequently, licensure. of psychiatric social workers could 
not establish the right to perform psychodiagnosis or psychotherapy, and would 
presuppose the concept of psychiatric social work in definition 1) above. 


The adoption of this principle would combine harmoniously the predominant 
view of their own professional role among social workers themselves and society’s 
needs for services, which are premised on an understanding of emotional dis- 
orders and human conflicts but which are basically directed towards exacerbating 
environmental difficulties. As the next section of this report will show, there is an 
urgent need for preventive and rehabilitative services to Support the intensive 
treatment of psychiatric disorders conducted in general hospital and Ontario 
Hospital services. It is for this kind of role in mental health that the general 
Social worker is best suited by his training. The essential roles of the social 
worker in mental health according to this concept would be 


1) The early identification of emotional disorders, their referral to 
appropriate diagnostic and therapeutic resources, and the provision 
of a social history of the individual. 

2) The mobilization of community support resources when needed. 

3) Counselling and supportive work on behalf of the social well-being 
of the individual (assistance with employment, educational, legal, 
and other environmental problems in which the individual may be 
enmeshed). 

4) The establishment of effective liaison among the various individuals 
and agencies that may be involved in assisting the individual. 


4Laws of New York, Chapter 334, Article 154 Social Work. 
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Supplementing Social Work Training 


There are at least three ways of providing social workers with the supplementary 
training needed by them to become psychotherapists. One is through in-service 
training; another is through Ph.D. programs, and a third is through special 
internships, such as those offered by the Jewish Board of Guardians in New York. 


An in-service training program conducted by P. G. Thomson, M.D. at the 
Forensic Clinic has been described already. Its benefits in terms of experimenta- 
tion in group therapy at Guelph Reformatory will be described later. 


At present there are, in addition to the Master of Social Work training pro- 
grams in the United States and Canada, fifteen doctoral programs organized in 
fifteen schools for specialized studies. The Ph.D. in social work could be trained 
in psychodiagnosis and psychotherapy. 


The Jewish Board of Guardians in New York provides advanced tarining in 
child guidance practice and community mental health consultation for M.S.W.’s 
with a minimum of three years’ supervised case work practice experience. It 
provides both academic lectures and seminars on such subjects as child develop- 
ment, evaluation and differential psychosocial diagnosis of children, theoretical 
approaches to the treatment of children and their families, and supervised control 
cases in diagnosis and therapeutic counselling. All supervision for diagnosis, con- 
sultation and treatment is conducted by trained psychiatric social workers, child 
psychiatrists and clinical psychologists. Supervision is conducted both individually 
and in small groups of two or three for approximately four and one-half hours 
per week. Training in group therapy is supervised by the clinic’s group therapy 
staff. The qualifications required for candidates in this program are high: 

1) Graduates from an accredited School of Social Work with specialization 
in social casework. 

2) Aptitude for therapeutic work with children and parents. Previous pro- 
fessional experience with children is not a requirement but is desirable. 

3) A minimum of three years of supervised, postgraduate experience in an 
interdisciplinary clinic setting or casework agency. For the more 
advanced workers, some experience in casework supervision and demon- 
strated potential for leadership are required as major assets. 


4) Personal psychoanalysis or psychotherapy is not a requirement by highly 
recommended. 


The Case Against Advanced Training 


A question inevitably arises concerning the wisdom, as far as Ontario is con- 
cerned, of such advanced training in mental health for social workers, when 
general social workers are in such short supply. The point of this question may be 
emphasized by a brief examination of social work services in an area of rural 


5Advanced Training in Mental Health, published by the Jewish Board of Guardians, New 
York, 1967, p. 17. 
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Ontario. Huron County was selected as being reasonably typical of a rural area 
without a major urban centre (such as Kitchener, London or Windsor) within 
its boundaries. 


The Children’s Aid Society of Huron County was founded during 1967, jointly 
by the provincial government and the County of Huron, on a formula according 
to which the province paid 40 per cent of the operating costs from January to 
April and 60 per cent for the balance of the year, the county covering the 
remainder. Its total budget was $118,000. Actual costs were approximately 
$150,000. The number of children in care in J anuary in 1967 was sixty-two; the 
number in December 1967 was ninety — an increase of approximately 45 
per cent. 


The reasons for the children being taken into care are 1) neglect by parents; 
2) uncontrolled, antisocial behaviour; 3) parental incapacity as a result of illness 
(psychiatric or other); 4) financial incapacity of parents; 5) death of parents. Of 
these the last is of negligible importance and the first is the principal cause. 
Parental neglect is itself caused most often by alcoholism within the family or 
by family breakdown. | 


The intake arrangements require an appearance before juvenile and family 
courts in order to establish custody and a medical examination of the child by a 
general practitioner. Placement is in a foster home in almost all cases. Placement 
in a training school occurs only if a legal offence has been committed. Children 
suffering from obvious emotional disturbances will be sent to a residential treat- 
ment centre such as Lorimer Lodge, Craigwood or CPRI (Children’s Psychiatric 
Research Institute) in London. The county is not at all satisfied with existing care 
and treatment for emotionally disturbed children, because no facilities exist within 
the county. None exists proximate to it, except the few institutions named. 
County health officials currently are investigating the possibility of utilizing group 
homes run by specially selected foster parents. 


There is an Ontario Hospital at Goderich, but it is chronically short-staffed 
in all departments and has yet to open an outpatient clinic for adults. There is 
a plan for a new outpatient clinic for emotionally disturbed children at the 
hospital, with Huron County as its catchment area. This plan involves the use of 
existing physical facilities and the employment of a specialist in child psychiatry. 
The plan cannot be put into effect, however, because there are no personnel 


_ available. 


Children having difficulty in foster homes receive psychological assessments 


_ by a psychiatrist associated with CPRI in London, who is employed two days per 


month by Huron County’s Children’s Aid Society. This work began in October 


_ 1967 and involves; in addition to the assessment of problem children, lectures to 
_ and consultations with the social work staff in the hope that they will eventually 


_ be able to do mental health counselling and psychiatric casework, 
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The Society has six social workers and one social work director. Only the 
latter is an M.S.W. Two are former teachers, two are registered nurses, one is a 
registered nursing assistant, and one is a former recreational therapist at a boys’ 
training school. The statistics for the service in 1967 show that these personnel 
are heavily committed to a wide variety of service beyond the care of emotionally 
disturbed children. 


TABLE 9.6 


Huron County Children’s Aid Society 
Statistics for 1967 


Number of families served in 1967 involving 556 children tay 
Taken into care 52 
Returned to parents 2A 
Cases open December 31, 1967 involving 250 children P2 
Services to Unmarried Mothers 30 
Putative Fathers Di 

New Agreements 3 

Children of unmarried mothers in care January 1, 1967 Wp 
Children of unmarried mothers taken into care during year 47 
Children of unmarried mothers in care December 31, 1967 pi) 
Total number of children in care January 1, 1967 62 
Total number of children in care December 31, 1967 90 
Applications to board children received 74 
Foster homes used during year 83 
Foster homes in use December 31, 1967 36 
Adoption applications received 82 
Withdrawn 42 
Approved 43 
Number of Huron C.A.S. children adopted De, 
Number of other Society children adopted iS 
Number of children privately adopted 7 
Days of care provided pS iil 
Official guardian reports sti 
Number of addresses given by staff 25 


SourcE: Huron County Children’s Aid Society, 1967. 


The average case load for the Society’s staff at any time is thirty to forty. 
Additionally, some have undertaken constructive initiatives in the area of preven- 
tion. B. Corbett, the former recreational officer, has organized a Family Counsel- 
ling Service as a pilot project in remedial intervention with problem families. The 
Service is manned on a voluntary basis by a clergyman, a bank manager, a lawyer 
and the local Medical Officer of Health. The members of the Service offer counsel 
and guidance in relation to their area of experience to married couples in the 
county who are experiencing domestic problems. The local M.O.H. is keenly 
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interested in developing mental health services in the county, but has been frus- 
trated thus far by a county council that refused to vote funds to employ a psychia- 
trist for the County Health Unit and by the unavailability of psychiatrists, even 
if money were voted. 


County officials, as distinct from county politicians, see a need for more 
trained social workers to do more and more effective work along the lines of the 
Family Counselling Service. In the light of this need it would appear that priority 
for training expansion in social work should be given to the education of general 
social workers.® 


The Case in Favour of Advanced Training 


But there is also a perceived need in the county for mental health services, not 
only for the children who are taken annually into care by the Children’s Aid 
Society, but also for their families, not to mention others. Because of the even 
worse shortage of psychiatrists and clinical psychologists, a case can be made also 


for the training of social workers to provide special mental health services to 


emotionally disturbed children and their families, working in liaison with local 


_ medical practitioners and the district M.O.H. 


Two additional arguments may be adduced to Support the view that social 
workers with the necessary interest and aptitude should have available to them 


Opportunities for acquiring advanced specialist training in mental health. It is 


true of any profession that its ability to provide opportunities for greater profes- 


sional challenge, advancement, responsibility and reward is an essential part of its 
ability to attract, hold and effectively utilize the most able people. At the present 


time, there are young people graduating from our universities who have the 


interest and motivation for a social work career, but who are concerned that it 
does not provide them with the opportunities for career development of which 


they feel themselves capable. The presence within the social work profession of 


members with advanced training in mental health would provide the profession 


with a group of educators who would have the experience and knowledge neces- 
“sary to provide sound mental health content to the training programs in general 
social work. Also, in many different ways, they could maintain effective liaison 
and communication between psychiatry and psychiatric services, and social work 


and social work services. 


| Problem of Certification 


If one accepts the view that there is a need for psychiatric social workers with 
advanced mental health training and with specialized training in the treatment 
° . . . e e ° e 

of emotionally disturbed children and their families, a problem arises concerning 


the certification and licensing of these social work specialists. They would, of 


Field interview with Associate Clerk-Assistant of Huron County. 


186 Psychiatric Social Workers 


course, be licensed social workers already, since only an M.S.W. would be eligible 
for advanced training. As such they would be responsible for taking case histories, 
and this would involve basically two aspects: 1) a social diagnosis of the prob- 
lems of a family, for which they would be entirely responsible; 2) contributions 
to the psychodiagnosis of the problem child or emotionally disturbed child, which 
would be the responsibility of a clinical psychologist or psychiatrist. They would 
be responsible as well for casework with families, consisting of not only mobiliz- 
ing the community resources necessary to help the family with its problems and 
guiding the family to them, but also counselling the family concerning these 
problems. But the responsibility and privileges of a licensed M.S.W. should not 
normally include psychodiagnosis and psychotherapy. 


The consideration of certification and licensure of social workers for these 
specific clinical functions would make sense if, and only if, a post-M.S.W. training 
program comparable in scope, quantity and format to the training of psychiatrists 
in psychodynamics were available to social workers. 


As indicated above this could be provided in three ways: through doctoral 
programs, through non-university post-M.S.W. formal training, and through in- 
service informal training. The School of Social Work at the University of Toronto 
offers a doctoral program. But it does not offer a doctoral program that would 
prepare a social worker to perform psychotherapy. Neither are there training 
programs for M.S.W.’s in Ontario of the type offered by New York’s Jewish 
Board of Guardians. It is left to informal, in-service training to provide such pre- 
paration in psychotherapy as is available to social workers. It is difficult to see 
how such a preparation can be formalized in terms of registration, certification 
or licensing. Since training is informal, an informal responsibility for the use of 
the training appears to rest with the psychiatrists who teach social workers to 
perform psychotherapy. It would appear that an outpatient clinic or similar service 
to which psychiatrists are attached is the most appropriate service environment 
for social workers involved in psychotherapeutic work with patients. 


Conclusions 


The nature of training in social work at any level up to and including the M.S.W. 
does not warrant the creation of any special type of registration, certification or . 
licensing of psychiatric social workers. Potentially Ph.D. and other formal non- 
university training programs at the post-M.S.W. level might warrant it; but they 
do not do so at present. The informally trained social work psychotherapist is 
usually adequately prepared and supervised by the other mental health profes- 
sionals (usually psychiatrists) in the service in which he received his in-service 
training. A problem arises in the case of social workers who, having left the 
service in which they have received their informal training, may practise psycho- 
diagnosis and psychotherapy without the necessary medical safeguards through 
referrals from doctors. Further, our society needs the services of social workers 
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with proper motivation and psychodynamic training. It is not clear that we 
always utilize the resources of such professionals to the full. There is also the 
problem of the psychiatric social worker who has received an adequate prepara- 
tion in psychotherapy, and who finds himself in a professional limbo because he 
is not a typical social worker, or a psychiatrist, or a clinical psychologist — 
although he is competent to perform some of the services of psychiatrists and 
clinical psychologists. Hence, there arises a need for a type of registration that 
will correctly identify the nature and limitations of the expertise exercised by a 
psychiatric social worker with advanced psychodynamic training. There is a corre- 
lative need for a training program and examination for these professionals. 


There are now enough of these social workers and persons with other pro- 
fessional backgrounds who find themselves in this professional limbo that efforts 
_ have been made to form a professional association centred around an interest in 
group psychotherapy. This problem will be dealt with more comprehensively in 
the conclusion of this report, since it is one that affects other non-medical mental 
health professions. : 


Chapter 10 Psychology 


introduction and Definitions 


It is not easy to characterize the role of psychology in Ontario’s mental health 
services, or to type the professionals who give these services. It is convenient to 
refer to these professionals as clinical psychologists, so as to differentiate them 
from experimental, industrial and educational psychologists. Although this termi- 
nology is necessary, it can also be misleading. First, the distinction between clinical 
psychologists and experimental psychologists, for example, may be only one of 
function and not one of theoretical orientation; it may be both; or it may be 
neither. Some clinical psychologists base their theoretical orientation on a model 
of human behaviour that is not in any way different from the model used by the 
experimentalist in his laboratory. This model is usually Skinnerian, or some 
modification of it. Other clinical psychologists base their work on the psycho- 
dynamic model of psychoanalysis, or some modification of it. Second, industrial 
and educational psychologists may not be working in hospitals or clinics but 
nevertheless may be involved in providing services that are part and parcel of 
community psychiatry, especially in its early warning and preventive aspects. 
Rehabilitation and vocational counselling services also fall into this twilight zone 
of indirect mental health service. Since both these and the clinical psychologists 
receive similar training, it is impossible to make a valid, unequivocal and simple 
identification either from the nature of their theoretical orientation or from the 
nature of their work. 


To remove some of the distortions of oversimplified definitions, in this chapter 
special attention will be paid to the functions of psychologists in a variety of 
different settings, some of which are not narrowly clinical at all but fall within 
the broad category of applied psychology. 


The discussion that follows is limited in that it does not deal directly or in © 
detail with what has been perhaps the most dramatic development in psychology 
in Ontario since the Second World War— namely, the rapid expansion of 
departments of experimental psychology in Ontario’s universities. Experimental 
psychology in the universities is, if anything, inhospitable to clinical psychology. 


Historical Development 


Psychology first emerged as a scholarly discipline in the 1830’s in universities 
within Departments of Philosophy. In fact, the departmental differentiation between 
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philosophy and psychology has occurred only recently at some universities (such 
as the University of British Columbia), although it has been of longer duration 
in Ontario. Some observers suggest that many university psychologists are still 
trying to live down the recent “philosophical” past of their discipline and even to 
deny (psychologically) that it ever had such an “Olympian”, unscientific origin. 


As we shall see, this process presents problems for the psychodynamically 
oriented psychologist. 


During its first 100 years psychology was occupied mainly with the teaching 
of knowledge about human behaviour. Because of its close links with philosophy 
rather than natural science, research in psychology was at first rather intuitive, 
impressionistic and speculative. A more empirical and experimental approach was 
to be found among those early psychologists who contributed to the development 
of the knowledge of the physiology of perception. More recently research in 
psychology has been directed strongly towards the experimental investigation of 
behaviour in animals and humans, with emphasis on normal rather than patho- 
logical behaviour. Simultaneously a wide range of practical applications of 
psychology to education, industry and mental health developed, resulting in the 
formation of a group of applied psychologists who have been providing a wide 
range of psychological services to the public. 


It was not until the 1930’s that psychology as a service profession akin to 
psychiatry, social work, teaching, or law became a matter of serious concern 
within the discipline. In the U.S. this development has resulted in the formation 
of two groups of psychologists: the American Psychological Association (APA) 
and the American Association of Applied Psychology (AAAP). The American 
Psychological Association is by far the more important body. It bridges the gap 
between experimental and clinical psychologists. In Canada, the Psychological 
Institute for the Promotion and Development of Professional Psychology was 
established in Montreal in 1936. The Institute became one of the foci for the 
development of professional, as distinct from university research, psychologists 
in Canada. 


World War II accelerated this trend by attracting a large number of university 


staff into the armed services, where they worked as professional psychologists. 
_ Postwar demands for psychology services, particularly in the clinical area, did not 
_ abate. In order to face the problems caused by the rapid emergence of the pro- 


fession, a number of meetings were organized to consider the future of psychology. 
In the U.S. the Boulder Conference took place in 1949 to study doctoral training 
programs for clinical psychologists. It was followed by a series of conferences on 
the training of psychologists in the various applied fields. 


Events in Canada moved more slowly. The Opinicon Conference was held 
in 1960. The original purpose of this conference was to discuss the problem of 


_ graduate education and its relation to profession development. But due to restric- 
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tions imposed by the National Research Council and the Social Science Research 
Council, which financed the meeting, the issue of professional training had to be 
ignored.! Another attempt to develop professional guidelines was made during the 
Couchiching Conference organized by the CPA Committee on Professional 
Problems in 1965. The tasks of the conference were 
1) To develop a definition of professional psychology in the light of 
society’s needs. 
2) To clarify objectives of professional training. 
3) To draft a blueprint for the organizational and financial means 
necessary for achieving these objectives.’ 


Among clinical psychologists a considerable degree of uncertainty and dis- 
agreement still exists concerning the direction that the development of clinical 
psychology should take. These are some of the reasons for this uncertainty 
and disagreement: 


1) Professional psychology is relatively young, and hence lacks strong 
traditions and a well-defined professional identity. 


2) Some psychologists believe that since psychology has not yet 
developed mechanically applicable, effective procedures for correct- 
ing pathological behaviour, its contributions to treatment services 
in mental health are somewhat in limbo.® 


3) As a corollary of 2) there is uncertainty as to the nature of 
appropriate training programs for clinical psychologists in order 
to equip them with the knowledge and skills necessary to treat 
psychopathology. 


4) Medicine, generally, and psychiatry, in particular, have tended to 
resist the efforts of clinical psychologists to establish themselves in 
the mental health field as independent psychodiagnosticians and 
therapists; in Canada this resistance has culminated in the definition 
by the medical profession of psychotherapy as a medical act. 


5) Experimental and research-oriented university psychologists (not 
including clinical psychologists in university departments) have 
gained control of most university psychology departments and act 
as an intraprofessional source of resistance to the development of 
clinical psychology. 


6) All of these factors add to the difficulties clinical psychologists have 
in demonstrating convincingly to other mental health professionals 


1Edward C. Webster (ed.), The Couchiching Conference on Professional Psychology, 
Montreal Industrial Relations Centre, McGill University, p. 117. 

2Ibid., p. 2. 

3Brendan A. Maher, “Training for Professional Psychology”, Canadian Psychologist, Vol. 6a, 
No. 1, January 1965, pp. 132-133. 
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their role in the field of mental health, whether it is as a member 
of a psychiatric team, as a clinical specialist, or as a private 
practitioner. 


As we shall see at a later point, this situation does not obtain to the same 
degree in comparable jurisdictions in the U.S., where clinical psychology has 
enjoyed more rapid growth and has achieved greater stature than it has in 
Ontario. The reasons for this difference are important, and these also will be 
discussed later. At this point we must clarify the general nature of the current 
situation in Ontario. 


Psychological Services and their Settings 


The work of clinical psychologists involves direct diagnostic, treatment and 
rehabilitation services to people who suffer from a physical, emotional or intel- 
lectual handicap, disability or malfunction. Of the three services (diagnosis, 
treatment and rehabilitation) more psychologists spent more of their time making 
diagnoses than performing treatment and rehabilitation together. And often the 
work done in the areas of treatment and rehabilitation involves planning treatment 
and rehabilitation programs, rather than directly carrying them out. This situation 
varies greatly from setting to setting, and according to the training background, 
experience and interests of the individual psychologist as well as according to 
the policy of the service respecting professional utilization. 


The work settings of professional psychologists may be grouped under the 
following headings: 1) mental health services; 2) alcoholic and drug addic- 
tion centres; 3) forensic clinics and reformatories; 4) rehabilitation centres; 


| 5) educational systems; 6) community agencies; 7) industrial and commercial 
_ €stablishments; 8) private practice. 


As an introduction to the more detailed descriptions and discussions of the 
work of psychologists in these different service settings, Table 10.1 presents data 


_ concerning the distribution of psychologists as represented by the respondents to 


_ the questionnaire sent to psychologists (Study 4). 


| Nature of the Sample 


_In 1967 a total of 486 psychologists were registered with the Ontario Board of 
_ Examiners in Psychology‘ resident in the province. Four hundred questionnaires 


were sent to those psychologists who were believed to be working full time or 


_ part time in one or more applied settings. Fifty per cent of these questionnaires 
_Were returned. The returns were processed and analyzed, excluding those from 
_ psychologists who had given up active practice, or who, because of the nature of 
their work, found it impossible to complete the questionnaire. Thus, the data for 


_ 4Personal communication; list of registered psychologists in Ontario provided by the Registrar. 


Ontario Board of Examiners in Psychology, September 1967. 
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this report are based on 177 replies from registered psychologists working in 
Ontario. The questionnaire was divided into sections containing questions on 1) 
personal characteristics, 2) employment information and principal job activities, 
3) the respondent’s opinion on licensure, on legal restrictions on the provision 
of psychological services, and on medical insurance schemes covering such 
services; 4) training standards; and 5) the respondent’s professional activities, 
such as attendance at association meetings, giving public lectures and scholarly 
_ addresses, and producing scientific publications. 


Most of the information contained in the sections on employment information 
and principal job activities is based on the respondents’ principal employments, 
except for eight psychologists whose primary work was in a university and nine 
who worked in research institutes. These seventeen respondents, however, held 
one or more secondary jobs in applied settings and analysis of their replies is 
based on their work in these other settings. 


Personal Characteristics 


Before presenting the employment data, it may be of interest to know some of 
the personal characteristics of the respondents. The 177 respondents consist of 
116 (65.5 per cent) men and sixty-one (34.5 per cent) women. The largest 
single age group was composed of eighty-two persons or 46.3 per cent, who 
were 36-45. 


TABLE 10.1 
Age Distribution of Ontario Psychologists 
Age , Number Percentage 

under 26 O- 0 

26 - 35 52 29.4 
36-45 82 46.3 
46-55. | 30 120 
56 - 65 12 6.8 
over 65 1 SS) 
Total Ey) 100.0 


SourcE: C. Hanly and J. Wong, Mental Health Survey: Psychologists (Study 4a), 1967. 
Based on a questionnaire survey of Ontario registered psychologists. 


Educational Characteristics 


Only sixty (34 per cent) respondents had doctorate degrees; ninety-three had 
Master’s degrees (M.A., M.Sc., M.P.), while the remaining twenty-four included 
one M.S.W., one M.B.A., and some who had diplomas in psychology or education. 


This highly undesirable situation was brought about by the “grandfather 
clause” in the Psychologists’ Registration Act, 1960, which permitted persons with 
certain practical experience to become registered. The doctoral requirement is 


Principal Function 


Clinical 


Counselling 


Consulting 


Computer/Statistics 


Testing 


Personnel 


Research 


Teaching —— Psychology 


Teaching —— Other 


Writing 


Administration 


Other 
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TABLE 10.2 
Percentage of Psychologists in Canada Holding Ph.D., M.A. and B.A. Degrees 


Number 


104 


190 


26 


Scale 


0% 50! % 


According to Principal Function 


VIM’ 
Wi 


Proportions of those in each principal work function at doctoral G7 
Master’s is seeds and Bachelor’s Ej degree levels. 


; Source: M. H. Appley and J. Rickwood, Canadian Psychologist, prepared for the Scientific 
Secretariat (Privy Council) of Canada, on behalf of the Committee on Research 
Financing of the Canadian Psychological Association, 1967. 


100% 
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now in force. The retirement of those who became registered under the special 
dispensation of the Act will gradually alter the proportion of Ph.D.’s to non- 
Ph.D.’s until all registered psychologists will have doctorates. Currently many 
psychologists are not, in fact, on a par with psychiatrists in terms of academic 
qualifications. This circumstance justifies the dominance of psychiatrists in many 
mental health services, where the nature of the service itself does not. 


A study by Appley and Rickwood relating educational attainment and work 
function bears out our finding. Table 10.2 indicates that more than half the 
doctorates are engaged in research, teaching or writing, while only one-fifth of 
the doctorates are in service functions. The situation is reversed for those with 
Master’s degrees. This circumstance leads to an unfavourable comparison of the 
educational attainments of Canadian clinical psychologists engaged in service 
relative to their peers in the United States. In 1964, 60 per cent of United 
States psychologists in these categories held doctorates compared with 27 per cent 
of Canadian psychologists in 1966. 


TABLE 10.3 
Clinical Psychologists by Work Setting and Level of Training, Ontario 1966 
Ph.D. M.A. Other 
Full Part Full Part Full Part 
Location time time Total time time Total time time Total 
Psychiatric 
institutions! VA ee Ge romeo i J3 6 59 37 4 41 
Psychiatric 
units of 
general 
hospitals? 4 6 10 12 Sra | 3 5 8 
Clinic and 
outpatient 
departments? 1 Ogee Oe 2 29° §=§'36° 95 250 fone 
Total Alma w38a3/9 124% Pore 65. sO? 
1Total of 40 institutions, made up of: 
Mental hospitals, public 14 
Psychiatric hospitals, public 5 
Hospitals for mentally defective 11 
Other, public (ADARF, Thistletown) ps 
Private hospitals 8 
2Total of 27 psychiatric units, made up of: 
Psychiatric units, public general hospitals 25 
Psychiatric units, federal hospitals Z 


8Total of 66 clinics and outpatient departments, made up of psychiatric OPD’s of general 
hospitals, mental health clinics, child guidance clinics, forensic clinics, OH day care centres, 
OH outpatient departments, OH children’s diagnostic centres, child Adjustment Service, 
Juvenile and Family Court clinics, mental health clinics for addicts, mental retardation 
unit of psychiatric hospital. 

Source: DBS, Mental Health Statistics, Vol. III, Queen’s Printer, Ottawa, 1966. 
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Table 10.3 deals specifically with the question of the educational attainments 
of Ontario clinical psychologists working in the major psychiatric services (private 
practice excepted), and it establishes that the Appley-Rickwood conclusions 
concerning Canadian psychologists apply to Ontario clinical psychologists. These 
facts explain in part why clinical psychology has failed to establish parity of 
stature with psychiatry in mental health services. Unfortunately, it is not the sole 
explanation, because conflict between clinical psychology and psychiatry occurs 
in the United States also, where highly trained Ph.D. clinical psychologists with 
postdoctoral training are available. 


Work Settings 


Over a quarter (26 per cent) of psychologists reported that their principal 
employment setting is in school systems, Other major employers are general 
hospitals (10.7 per cent), psychiatric hospitals (10.2 per cent), clinics (8.5 
per cent), and industrial and commercial establishments (8.5 per cent). 


A high percentage of psychologists work on a part-time basis, Ninety-eight 


TABLE 10.4 


Distribution of Psychologists by Sex and Place of Employment 


en 
Total 


Principal employment setting Male Female Total percentage 
Psychiatric hospital 15 B 18 10.2 
General hospital 9 10 19 10.7 
Clinic 7 8 15 8.5 
Special clinic} a — 4 2.5 
Reformatory 4 ~- 4 23 
Rehabilitation centre 7 11 6.2 
Student counselling 

service — 2 2 1 
Educational system 26 20 46 26.0 
Community agency 3 4 f: 329 
University 5 3 8 4.5 
Research institute 6 3 9 Sel 
Industry and commerce 15 —_ 15 8.5 
Private practice 9 2 11 6,2 
Other? 6 2 8 4.5 
Total 116 61 Lt 100.0 


‘1“Special clinic” refers to forensic clinics, and to alcohol and drug addiction clinics. 
2“Other” refers to hospitals for the mentally retarded, hospitals for alcohol and drug 
addiction, government services, and the armed forces. 


Source: C. Hanly and J. Wong, Mental Health Survey: Psychologists (Study 4a), 1967. 
Based on a questionnaire survey of Ontario registered psychologists. 
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(55.4 per cent) held a second job outside their principal employment; eleven held 
two jobs with each demanding an equal share of their working time; twenty- 
seven held a third part-time job. A few worked in more than three different settings. 


The majority of those who reported more than one place of employment are 
psychologists whose principal employment is in a university (thirty-six) or in 
private practice (twenty-seven). 


Involvement in Mental Health 


In order to interpret this information concerning the service placements of 
psychologists for the specific purposes of this study, it is useful to know how 
the psychologists in these different settings view the relevance of their work to 
mental health. Table 10.5 verifies that most psychologists (80 per cent) see 
themselves as providing mental health services; 11 per cent (approximately) see 
their work as in no way relevant to mental health, and 9 per cent (approximately) 
see their work as being partly relevant. 


The 80 per cent of the respondents who replied that they consider their 
work to be related to the field of mental health are mostly psychologists working 
in psychiatric hospitals, general hospitals, clinics, reform institutions, community 
agencies and private practice. Most of the 10.8 per cent who gave a negative reply 


TABLE 10.5 
Relevance of Psychologists’ Work to Mental Health 

Setting Yes No Partly 
Psychiatric hospital 18 —_ ae) 
General hospital 18 1 sar 
Clinic 19 = ma 
Reform institution 4 shee 
Rehabilitation centre 8 1 2 
Student counselling and 

educational system 40 Z 6 
Community agency 6 — 1 
University 8 a — 
Research institute 7 1 1 
Industry and commerce 3 8 4 
Private practice 9 i 2) 
Other D 6 ee 
Total by percentage 80 10.8 O20 


Source: C. Hanly and J. Wong, Mental Health Survey: Psychologists (Study 4a), 1967. 
Based on a questionnaire survey of Ontario registered psychologists. 
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to the same question are psychologists working in industry and commerce, and in 
the “other” category, which includes individuals in the civil service and the 
armed forces. 


Services Provided 


It is of value also to have a general picture of the principal work activities of 
psychologists. To determine the types of work done by psychologists and the 
amount of time they spent on the discharge of their various duties in different 
settings, we asked respondents to allocate the approximate amount of time Spent 
on each type of work done within a forty-hour week. Many questionnaires were 
returned with an indignant exclamation that a sixty-hour week would be more 
appropriate. Although many psychologists do work more than forty hours per 
week, for the sake of uniformity this period was used to calculate the distribution 
of time according to the discharge of functions. 


Table 10.6 indicates the amount of time an average psychologist devotes to 
different functions in different applied settings. Although there is no such specimen 
as an “average” psychologist, and it is dangerous to base any arguments on such 
generalizations, the figures shown in this table do give an impression of the 
similarities and dissimilarities of the functions of psychologists in different 
settings in Ontario. 


In the area of administration psychologists in all settings — except, perhaps, 
for those in community agencies — are more active in the day-to-day operation 
of services than in policy decisions concerning mental health programs. With the 
exception of psychologists in rehabilitation centres, carrying out tests, making 
assessments and engaging in treatment through behaviour modification form the 
core functions of psychologists in all settings. Psychologists in general hospitals 
and clinics devote as much as one-quarter of their time to giving tests and making 
assessments. Almost two-fifths of the time of psychologists in private practice is 
spent on the modification of behaviour. Most psychologists have some teaching 
responsibility, either in academic settings or in applied settings through in-service 
training programs. Psychologists in school systems devote considerable time (over 
one-eighth) to consultation with teachers and parents. Apart from psychologists 
working in rehabilitation centres, very little time is available for research, 
irrespective of the setting. 


The twenty-five replies from psychologists whose principal employment is 
with universities, research institutes, and civil and armed services have been 
excluded from this analysis. 


_ Treatment Methods 


_ The questionnaire survey provides a general picture relating treatment to setting 
_ and relating treatment methods to each other in terms of the frequency of their 
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use. The twenty-five replies from psychologists whose principal employment is 
with universities, research institutes, and civil and armed services have been 
excluded from the following analysis. 


The terms “counselling” and ‘“‘psychotherapy” were not defined in the question- 
naire; respondents were allowed their own interpretations. Most respondents made 
a distinction between the two terms when they answered the question on the 
percentage of their treatment time spent on specific behaviour modification 
techniques, as they allocated a separate amount of time for each treatment method. 
Counselling is the technique most frequently used and is practised by ninety-three 
(61.2 per cent) psychologists. Individual psychotherapy is practised by 42 per cent 
and group psychotherapy by 30.5 per cent. Although milieu therapy, play therapy 
and hypnosis are used by a number of psychologists, such uses are infrequent 
and they occupy only a low percentage of treatment time. Counselling is used 
much more frequently. About 40 per cent of the ninety-three psychologists who 
practise this method spend over half their treatment time doing counselling, and 
over 20 per cent of them use it as their only method of treatment. Detailed 
statistics appear in Tables 10.7 and 10.8. 


Professional Responsibility for Services 


In fact, the question of responsibility is a controversial issue among psychologists. 
They are divided as to whether or not they should be subject to the direction of 
the medical profession. In order to find out whether the “cold war” between the 
psychiatrists and the psychologists is more a war on paper than one in actual 
practice, we asked psychologists what level of responsibility they have in four 
areas of work. According to the following analysis, it would appear that psycholo- 
gists are given a fair share of responsibility in determining a diagnosis, in 
determining the course of treatment, and in their own case assignments (see 
Tables 10.9, 10.10, 10.11 and 10.12). 


The extent of responsibility and the areas of its exercise vary considerably 
for different service settings. In carrying out the course of treatment, as many 
as 80 per cent of the psychologists in community agencies have little or no 
responsibility at all. This may be explained by the fact that they are not required 
to give treatment in such settings, since most or all treatment is done by social 
workers. In other settings where psychologists have a high degree of responsibility 
in diagnosis and in planning a course of treatment, but little responsibility in 
giving treatment, it is probable that little or no treatment has ever been given 
to the patients or clients. This is notably so in reform institutions and in school 
systems. In rehabilitation centres where 27 per cent of the psychologists have 
little or no responsibility in treatment, most of the patients with symptoms of 
mental ill-health are not treated within the setting but are referred elsewhere for 
treatment. The nature and level of training of the psychologists in question also 
is likely to be significant. 
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TABLE 10.9 
Degree of Responsibility Exercised by Psychologists in 
Determining Diagnosis, by Setting 


Total 
All or Little number of 
Setting most Shared or none respondents 
Psychiatric hospital 5 8 2 15 
General hospital 7 10 1 18 
Clinic 5 10 2 1g 
Reform institution 1 5 a= 4 
Rehabilitation centre 6 4 1 11 
Educational system 30 12 2 44 
Community agency 2 2 1 5 
University and research 
institute 3 2) 1 9 
Industry and commerce 6 — 1 ] 
Private practice 8 24 —— 10 
Other — 3 1 4 
Total 73 Do 12 144 
Total by percentage 50.7 41 8.3 100 


a eS ee 
Source: C. Hanly and J. Wong, Mental Health Survey: Psychologists (Study 4a), 1967. 
Based on a questionnaire survey of Ontario registered psychologists. 


TABLE 10.10 
Degree of Responsibility Exercised by Psychologists in 
Determining Course of Treatment, by Setting 


|e ee 


Total 
All or Little number of 
Setting most Shared or none respondents 
Psychiatric hospital 6 2 15 
General hospital 2 i 4 18 
Clinic 2) 12 o— 17 
Reform institution — 4 — S 
Rehabilitation centre 4 6 1 11 
Educational system 15 21 2 4a 
Community agency 2 Ds 1 5 
University and research 
institute 6 2) — 9 
Industry and commerce B) 1 1 A 
Private practice 6 4 —— 10 
Other — 2 2 4 
Total Si 80 i, 144 
Total by percentage 35.4 5.0 9.0 100 


Source: C. Hanly and J. Wong, Mental Health Survey: Psychologists (Study 4a), 1967. 
Based on a questionnaire survey of Ontario registered psychologists. 
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TABLE 10.11 
Degree of Responsibility Exercised by Psychologists in 
Carrying Out Course of Treatment, by Setting 


Total 
All or Little number of 


Setting most Shared or none respondents 
Psychiatric hospital 7 5 3 15 


General hospital 4 > > 18 
Clinic 6 8 3 Lid, 
Reform institution 1 2 1 a 
Rehabilitation centre 2 6 3 it 
Educational system 5 24 15 4a, 
Community agency 1 — 4 5 
University and research 

institute 3 5 J 9 
Industry and commerce 5 — 2 7 
Private practice 7 3 — 10 
Other — 2 Si 4 


Total 41 64 39 144 
Total by percentage 28.5 444 PE 100 


Source: C. Hanly and J. Wong, Mental Health Survey: Psychologists (Study 4a), 1967. 
Based on a questionnaire survey of Ontario registered psychologists. 


TABLE 10.12 
Degree of Responsibility Exercised by Psychologists in 
Determining Own Case Assignment, by Setting 


Total 


All or Little number of 
Setting most Shared or none respondents 
Psychiatric hospital 8 4 f 15 
General hospital 8 8 2 18 
Clinic 14 1 2 17 
Reform institution 3 a 1 4 
Rehabilitation centre 7 3 1 11 
Educational system © de 17 2 44 
Community agency Z 1 es 5 
University and research 
institute 4 > _ 9 
_ Industry and commerce 7 a —_ ) 
_ Private practice “4 1 — 10 
_ Other 2 — 4 


2 
. Total 89 40 15 144 


_ Total by percentage 61.8 DS 10.4 100 


~ Source: C. Hanly and J. Wong, Mental Health Survey: Psychologists (Study 4a), 1967. 
; Based on a questionnaire survey of Ontario registered psychologists. 
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As is to be expected, psychologists in private practice carry total responsibility 
for all aspects of their work. 


In general, it is in carrying out treatment that psychologists are least likely 
to carry full responsibility. This finding agrees well with the referral practices of 
psychiatrists reported in Chapter 4 (Table 4.11). 


Professional Cooperation 


From Tables 10.9 to 10.12 it is apparent that most psychologists are committed 
to interprofessional cooperation in carrying out their services. When psychologists 
were asked for their opinion on coordination and cooperation with the different 
professions within their own work settings, 51.5 per cent replied that it was 
successful; 39.5 per cent, partly successful; and 1.7 per cent, unsuccessful. The 
remaining 7.3 per cent did not give any response. 


Psychologists work fairly closely with social workers, psychiatrists, physicians 
and fellow psychologists. Approximately half the psychologists surveyed have 
frequent consultations with these professions. Frequency of consultation is slightly 
less with physicians and slightly more with other psychologists. (See Table 10.13.) 


TABLE 10.13 
Frequency of Consultation with Other Professions 


(per cent) 
Ne eee 
Profession 
Frequency Social Other 
workers Psychiatrists Physicians psychologists 
Several times a week 29.4 26.6 18.1 41.2 
Several times a month 20.6 Doro ped 17.0 
Several times a year 15.0 19.4 OST ed 18.7 
Rarely or never 17.0 toe! ALG: 9.0 
No response 18.1 jiaye! fork 14.1 
Total 100.0 100.0 100.0 100.0 


SourcE: C. Hanly and J. Wong, Mental Health Survey: Psychologists (Study 4a), 1967. 
Based on a questionnaire survey of Ontario registered psychologists. 


These data indicate that approximately one-half of the psychologists in the 
sample are routinely in contact with other mental health professionals in the 
course of their work. The quality of these contacts is not indicated. Table 10.14 
provides some impression of this quality of cooperation as seen by psychologists. 


Psychologists feel most comfortable when working with people of the same 
profession. Over half indicated that their consultations with other psychologists 
are highly satisfactory, while only one psychologist found such contact to be 
unsatisfactory. Relationships between psychologists and social workers, and 
psychologists and psychiatrists also are relatively good. Only 8.4 per cent indicated 
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dissatisfaction with their consultation with social workers, and 7.3 per cent 
dissatisfaction with psychiatrists. By comparison psychologists are least satisfied 
with their consultation with physicians, Only 19.5 per cent answered that they 
were highly satisfied; 50.8 per cent, fairly satisfied; and 11.3 per cent, dissatisfied. 


TABLE 10.14 
Degree of Satisfaction with Consultations with Other Professions 


(per cent) 
Highly Fairly Unsatis- No 
Discipline satisfactory satisfactory factory response 
Social workers 28.8 43 8.4 19.8 
Psychiatrists 25.4 49.9 (ps: 17.4 
Physicians 19.8 50.8 1g begs 18.1 
Other psychologists 51.4 S22 0.6 15.8 


SourcE: C. Hanly and J. Wong, Mental Health Survey: Psychologists (Study 4a), 1967. 
Based on a questionnaire survey of Ontario registered psychologists. 


On the whole the questionnaire responses suggest a more encouraging picture 
of cooperation than one might expect to find. But there are two disquieting 
considerations. First, many registered psychologists do not have Ph.D.’s; to what 
extent, then, is the reported satisfaction based on acceptance of a subservient role 
by psychologists who, perhaps rightly, feel themselves less well prepared profes- 
sionally for their work than psychiatrists? Would the same degree of satisfaction 
be felt by as many psychologists if more of them had doctorates? Second, one 
important way to improve mental health services is through the close cooperation 
_ of general physicians trained in family medicine and psychodynamically trained 
clinical psychologists. Yet this appears to be precisely where high quality 
cooperation is most difficult to achieve. 


Doctorate Training 
_ As has been noted above, the quality and extent of interprofessional collaboration 
is governed partly by the level of expertise to which the different mental health 
professions are educated. Certainly, if clinical psychology as a profession is to 
_ achieve something like equality of stature with psychiatry, there will have to be a 


TABLE 10.15 
Educational Attainments, Ontario Psychologists 


Highest degree obtained 
No. 


| Degree to 
| Master’s 93 52.4 
| Ph.D. 60 36.0 
Other (M.S.W., M.B.A., Dip.Ps., Dip.Edu.) 24 13.6 
Total |g 100.0 


- Source: C. Hanly and J. Wong, Mental Health Survey: Psychologists (Study 4a), 1967. 
| Based on a questionnaire survey of Ontario registered psychologists. 
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TABLE 10.16 
University Background, Ontario Psychologists 


‘S| 
ix 
es 
>So pe Sra uae bh Owe 
iversity = a= “oy SS a5 ‘o Z és 
University B 5 Z Zo ca Z 2 OF ae Ss Se i 
ob OOF FO ox wo a 25 moO re a 
Fe! bes 1% eee Sis = Bie atte oe 2 s 
Fy Sv8 3 anne =aa ‘o'¢ = i= Si = o) 
556. Doe OD Vite Ce, 8S) ob = e) 
No. of 
graduates 18 Ss if 5 4 3 9 —- 60 
Percentage 30 15 as Rael ER cS Pay oA 5 15 — 100 


ee ee Ee 
SourcE: C. Hanly and J. Wong, Mental Health Survey: Psychologists (Study 4a), 1967. 
Based on a questionnaire survey of Ontario registered psychologists. 


substantial increase in the number who hold Ph.D. degrees, as well as a substantial 
increase in the number of Ph.D. psychologists who have received high quality 
training in psychodiagnosis and psychotherapy. At the present time, as Table 10.15 
shows, psychologists holding doctoral degrees amount to only 36 per cent. This 
proportion is considerably lower than that which exists in the U.S., where in 1964 
65.9 per cent held Ph.D.’s.® 


The sixty Ontario Ph.D.’s were obtained at the universities listed in Table 
10.16. Although the University of Toronto has had a stronger clinical program 
(especially in child development) in the past than it now has, it is unlikely that 
it was ever in a position to qualify for American Psychological Association 
accreditation. Judging from the criticisms offered by psychologists in field inter- 
views and from the questionnaire survey, it is unlikely that many of the Ph.D.’s 
in the sample received what they themselves consider to be a thoroughly satis- 
factory practical training in terms of supervised control cases. On the positive 
side, it must also be appreciated that statistics on academic degrees attained by 
psychologists do not give a complete picture of the training received: ninety-three 
psychologists (52.5 per cent) reported that they have taken additional formal 
courses relevant to their work since obtaining their highest degree. The most 
prevalent type of further training was course work towards a Ph.D. degree. Among 
the 117 psychologists without Ph.D.’s, many have fulfilled all the Ph.D. require- 
ments except the thesis. Other frequently mentioned additional courses taken by 
psychologists and offered by professional associations, universities and other 
institutes were in the following areas: personality theory, projective techniques, 
testing, perception, mathematics, programming, Rorschach scoring and interpreta- 
tion, parent education, pharmacology, neuroanatomy, neurophysiology, learning 


theory, sensitivity training, counselling techniques, organic dysfunction, and mental 
retardation. 


5“Psychologists in Mental Health”, based on the 1964 National Register of the National 
Science Foundation, U.S. Department of Health, Education and Welfare, September 1966. 
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When asked whether they would benefit from additional formal courses in 
the mental health field, 132 (74.6 per cent) psychologists answered in the 
affirmative. Some of those who answered “no” said that existing courses did not 
cover their field of specialization. 


Attitudes to Training 


When asked whether they consider their training to be directed to services in 
the mental health field, 137 (76.8 per cent) respondents answered “yes”, twenty- 
three (13 per cent) said “no”, and eighteen (10.2 per cent) said that it was 
partly so directed. 


Many of those who considered their training to be related to mental health 
are nevertheless dissatisfied with their professional training standards, particularly 
with regard to the curriculum of their graduate school courses. The main reason 
for this high degree of dissatisfaction felt by the respondents, all of whom work 
full time or part time in one or more applied settings, is that most of the courses 
offered in Ontario universities are highly experimental in nature and lacking in 
practical application. 


Respondents were asked to list the changes they recommend in the contents 
of graduate courses. Recommendations were given by the 38.4 per cent who 
were totally dissatisfied and the 39 per cent who were somewhat satisfied, and 
even by some who said that they were satisfied with the curriculum in. their 
graduate ccurses. 


These recommendations can be conveniently ordered under a number of 
general headings. 


1) Emphasis on applied areas especially in clinical psychology: 

a) Clinical or medical psychology should have its own program 
leading to a Doctor of Psychology degree with contents realistic 
to professional needs. 

b) More courses relevant to clinical psychology are needed — for 
example, in group and individual psychotherapy, diagnostic test- 
ing, behaviour modification, and interviewing techniques. 

c) Less emphasis is required on statistical manipulation and 
experimental theory. 

d) The appointment of more professors in applied fields is needed. 

2) Internship programs: 

a) More internship programs are needed. 

b) More supervision in internship programs is needed. 

c) Internship programs should be related to diagnostic testing and 
treatment, with emphasis on developmental dynamics, personality 
dynamics, and abnormal psychology. 
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d) The preparation of a research thesis by clinical psychologists 
should be replaced by more thorough internships. 

e) Internship programs should be approved by the Canadian 
Psychological Association, with reciprocity with the American 
Psychological Association. 

3) More interdisciplinary content and joint training should be estab- 
lished with allied professions in overlapping areas. 

4) Additional courses in a variety of subjects, but especially in 
philosophy and the cultural basis of personality, should replace 
courses on statistics and experimentation. 


These criticisms derived from the questionnaires present a searching critique 
of postgraduate training in clinical psychology in our universities. They are 
extremely important for the purposes of this study; for not only do they insist upon 
reforms, they also offer a blueprint for these reforms. Before leaving this subject, 
we should consider the extent and quality of internships for clinical psychologists. 


Internship is, perhaps, the essential component in the training of a clinical 
psychologist. Closely related to internship and the decisive determinant of its 
quality is supervision: the trainee performs diagnoses and treats control cases 
under the supervision of a senior clinician. 


The questionnaires to psychologists showed that during the internship period, 
student psychologists usually are employed as psychometrists. Their work consists 
mainly of scoring psychological tests and carrying out evaluations. They receive 
little training and supervision in counselling and psychotherapy, which are done 
by most of the psychologists in applied settings. Sixty-four per cent of the 
psychologists surveyed had no supervised experience, or were uncertain of the 
number of supervised cases they had had in counselling during their training 
period; 84 per cent reported the same with respect to casework; and 64 per 
cent, with respect to psychotherapy. 


Clearly some psychologists operate with an exceedingly diluted concept of 
psychotherapy. Psychotherapy, as it is understood by a competent psychiatrist, 


TABLE 10.17 
Internship Experience, Ontario Psychologists 


No. un- Less Over 
None certain than 5 5-10 11-20 21-40 40 
Counselling 50 14 fi 10 Z 6 6 
Casework 80 6 1 1 2 4 6 
Psychotherapy wi) 11 12 10 is 5 2 


Source: C. Hanly and J. ‘Wong, Mental Health Survey: Psychologists (Study 4a), 1967. 
Based on a questionnaire survey of Ontario registered psychologists. 


id, 
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could not meaningfully allow twenty-one to forty individual case supervisions, 
let alone forty, as some of the respondents have claimed (see Table LOWY. 
_ Time would not permit it, and training would not require it. Even eleven to twenty 
_ control cases seems exaggerated. Apparently some respondents have confused 
_ psychotherapy with episodic counselling. 


The present trend in training seems to place more emphasis on psychologists 
_ doing counselling. The more recent graduates seem to have greater availability 
_ of supervision in that area (see Table 10.18). 


TABLE 10.18 
Percentage of Psychologists with some Supervised Experience in 
Specialized Areas, by Date of Graduation 


Total Graduates with supervised experience 
_ Graduation no. of Counselling Casework Psychotherapy 
date graduates No. % No. % oO. Jo 
Before 1937 6 0 0 0 0 0 0 
1937-1949 27 6 22.3 5 18.5 7 | 26.0 
1950-1962 133 52 3081 19 14.3 53 39.9 
After 1962 11 5 45.6 1 9.1 4 36.4 


Source: C. Hanly and J. Wong, Mental Health Survey: Psychologists (Study 4a), 1967. 
| Based on a questionnaire survey of Ontario registered psychologists. 


To what extent the shift from psychotherapy to counselling reflects a real 
difference and to what extent it reflects a change in terminology is not clear. 
Medicine has worked hard to claim possession of the word “psychotherapy”. 
Psychologists have reacted by adopting the term “counselling” to refer to both 
counselling and psychotherapy. 


The assessment of postgraduate training in psychology by registered psycholo- 
gists indicates a widespread feeling that substantial improvements are mandatory. 
Entrance requirements generally are found to be acceptable, but the curriculum 
is not. Only 12 per cent of the respondents indicated that they were satisfied 


with the present psychology curriculum in graduate schools in Ontario (see 
Table 10.19). 


TABLE 10.19 
Evaluation of Postgraduate Training in Psychology 


Somewhat 
___ Satisfied satisfied Dissatisfied No response 
‘Area No. % No. % No. % No. % 


Entrance 
Tequirements 90 50.9 33) 2972 VEEN pais a 2 [ete eS 
Curriculum Z2 124 69 39 68 38.4 POP ee 


Source: C. Hanly and J. Wong, Mental Health Survey: Psychologists (Study 4a), 1967. 
Based on a questionnaire survey of Ontario registered psychologists. 
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It is an important fact — one that must not be lost sight of — that the major 
criticisms made by clinical psychologists of their training closely parallel the — 
major criticisms made by psychiatrists of theirs. There are exceptions, of course, 
but the majority of psychiatrists and psychologists are in agreement concerning 
the need for training reform. 


Attitudes on Major Professional Issues 
Administration and Interpretation of Psychological Tests 


The results of the survey show that, while the medical profession is defending 
its traditional monopoly on rendering therapeutic services, the profession of 
psychology seems to be equally wary of its right to administer and interpret 
psychological tests. As Table 10.20 shows, 85.3 per cent of psychologists think 
that registered psychologists with special training in this area have the qualification 
and should have the legal responsibility to collect and interpret psychological 
assessment data; 61 per cent give the same right to all registered psychologists; 
and 31 per cent would allow it to psychometrists and other non-registered persons 
trained in psychology. By contrast, social workers are favoured by only 3.4 
per cent of the respondents, psychiatrists by 7.4 per cent, and physicians 
by 0.6 per cent. 


TABLE 10.20 
Attitudes Concerning Testing by Other Mental Health Professionals 


Number 

Discipline (Total=177) Percentage 
Social workers 3.4 
Psychiatrists 13 7.4 
Physicians 1 0.6 
Registered psychologists 

with special training fol 85.3 
Registered psychologists 108 61.0 
Psychometrists 55 31.0 
Persons under supervision 10 5.6 
Other 2 1.1 


gris Boe ae i ee bey eh De gt a ee ee 
Source: C. Hanly and J. Wong, Mental Health Survey: Psychologists (Study 4a), 1967. 
Based on a questionnaire survey of Ontario registered psychologists. 


The results of the questionnaire survey also underline the disagreement among 
psychologists over the question of legislative control. Asked whether they would 
favour a licensing act which would make illegal the rendering of psychological 
services by unlicensed persons, 57.6 per cent answered “yes”, 25.4 per cent were 
against the introduction of such legislation, and the remaining 17 per cent gave 
no opinion. 


Many who object to licensing find an alternative in restricting by law certain 
psychological testing and behavioural modification techniques, so that such 
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procedures would not be abused. Such legislation is acceptable to 63.3 per cent 
of psychologists; 18.6 per cent are against it; and 18.1 per cent did not respond 
to the question (see Table 10.21). Those who favour legislative control argue that 
the interpretation of tests and treatment through behaviour modification can have 
dramatic effects on the future mental health of subjects. This is dangerous when 
clinics and schools can buy test materials to be used casually by untrained people 
such as school teachers. Psychologists want to restrict the following procedures: 
all individual psychological tests; personality appraisals; traumatic conditioning; 
therapy of any type, especially psychotherapy; counselling; and hypnosis. 


TABLE 10.21 
Attitudes Towards Licensing and Legal Control of Services 


Yes ; No ____No opinion ; 
Issues “No. % No. % No. % 
Licensure 1027 2576 45 25.4 29 17 


Legal control of 
Services |W PAP 6 ees: 33 18.6 31 18.1 


SO SS 
Source: C. Hanly and J. Wong, Mental Health Survey: Psychologists (Study 4a), 1967. 
Based on a questionnaire survey of Ontario registered psychologists. 


The 18.6 per cent who answered “no” to legal control indicated that tests 
and treatment touching on mental health are very broad areas, undertaken by 
many people — teachers, clergymen, physicians, lawyers and others. It is impos- 
sible, therefore, to define or effectively restrict the practice of such procedures 
until the various professions have become more scientific in their approach to 
mental health. 


The Practice of Psychotherapy 


In reply to the question, “Who should be allowed to practise psychotherapy, 
considering their training and legal responsibility?” 89.3 per cent of the respon- 
dents would give this right to registered psychologists with special training in 
this area; 93.8 per cent, to psychiatrists; 57.6 per cent, to social workers; 27 
per cent, to all registered psychologists; and only 20.3 per cent, to physicians 
(see Table 10.22). 


The majority of psychologists take the view that social workers, psychiatrists 
and psychologists with proper training can engage competently and safely in 
psychotherapeutic work with patients in hospitals, clinics and private practice. 


| Coverage by Prepaid Insurance Schemes 


Sixty-five per cent of the psychologists in the survey held the opinion that medical 
‘insurance schemes should cover services provided by professional psychologists 
without medical referral. The 23.8 per cent who do not desire such coverage is 
made up of 4 per cent who think that psychological services should be covered 
only if they are provided to patients on medical referral, and 19.8 per cent 
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TABLE 10.22 
Opinions Concerning the Practice of Psychotherapy by Other 
Mental Health Professionals 


en 


Number 

Discipline (Totak=177) Percentage 
Social workers 102 7.5 
Psychiatrists 166 93.8 
Physicians 36 pany) 
Registered psychologists 

with special training 158 S95 
Registered psychologists 48 at ie 
Psychometrists 7 3.9 
Lay analysts, clergy, etc. 19 1037 
Other (teachers, lawyers, etc.) 15 8.5 


ie en a ee eee 
SourcE: C. Hanly and J. Wong, Mental Health Survey: Psychologists (Study 4a), 1967. 
Based on a questionnaire survey of Ontario registered psychologists. 


who feel that coverage by medical insurance schemes would continue to make 
psychology a paramedical discipline dependent on medicine. The former 4 per 
cent would have no objection to coverage if services were provided on medical 
referral; the latter 19.8 per cent would be in favour of coverage by insurance 
schemes which do not bear the name “medical” or which are designed especially 
to cover professional psychological services. 


The implications of this issue will be considered below. 


Publications 


Clinical psychologists experience a conflict between two professional responsibili- 
ties: clinical work and research. This conflict will be examined in more detail 
below, but Table 10.23 provides a picture of the research activity of non- 
university registered psychologists. 


The psychologists in the sample were somewhat more actively involved in 
giving public talks and lectures than in publishing research. 


TABLE 10.23 
Publication of Research by Non-university Registered Psychologists 


No. un- Less 


None certain than 2 3-5 Over 5 
Area No aie No. % No. % No. % No. % 
Clinical 
psychology 138 78 ATS yee) cat lin a lie OG 
Other professional 
areas 128 72.4 A 2 ot kL eee Oe 2 lay 


Source: C. Hanly and J. Wong, Mental Health Survey: Psychologists (Study 4a), 1967. 
Based on a questionnaire survey of Ontario registered psychologists. 
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On the question of whether they had given any public talks or lectures during 
the past year, sixty-three (35.6 per cent) answered that they had not; eleven 
(6.2 per cent) had given some, but were uncertain as to exactly how many they 
had given; thirty (17 per cent) had given less than two; thirty-six (20.3 per cent) 
had given between three and five; and thirty-seven (20.9 per cent) had given 
more than five such talks. 


There is a great need for general public education in the field of public 
health. Lectures and seminars on problems of children at various age levels are 
welcomed by many parents who are looking for more knowledge and better 


insight. But this kind of contribution to knowledge, however much it may be 
Tespected and admired by university psychologists, does not substitute for the 
presentation of research results in papers at scientific meetings. It is unrealistic 
to expect that most clinical psychologists can combine top flight clinical work 
with research activities that are competitive with those of university psychologists. 


Affiliation with Professional Associations 


| Psychologists do not appear to be as committed to their professional associations 
as psychiatrists. From this we can draw three conclusions: 1) psychologists, like 
their academic confreres, tend to be highly individualistic; 2) they are not as 
subject as psychiatrists to professional policy demands imposed upon them by 
their professional association; 3) they are not as subject as psychiatrists to ethical 
demands imposed upon them by their professional association. 


ne ________ 


In field interviews a number of psychiatrists stated that, irrespective of their 
_ personal views, they would not take public exception to a policy position of their 
association as long as the position was the result of a considered examination, 
_with all points of view being given a fair hearing. The policy concerning the 
nature of psychotherapy is an example. Psychologists appear to have a rather 
| looser, less disciplined affiliation to their professional association. From the 
| quantitative point of view, of the 177 respondents to the questionnaires 113 (64 
| per cent) said that they are members of the Canadian Psychological Association, 
while 133 (75 per cent) are members of the Ontario Psychological Association. 
_A few who belong to neither said that they are members of the American Psycho- 
logical Association. Some criticized the associations for not being representative 
of the small interest groups — for example, of industrial psychologists. 


| As measured by the frequency with which they attend meetings, many of 
those who are members do not take an active part in their association. Eleven 
_ psychologists (6.2 per cent) answered that they never attend such meetings; 
eighteen (10.2 per cent) answered that they rarely attend; forty-seven (27.6 per 
cent) attend once every few years; fifty-three (30 per cent) attend about once a 
‘year; and forty-six (26 per cent) attend more than once a year. 

| 
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Earnings 

The greater earning power of the medical profession generally, and of psychiatrists 
in particular, is a factor that contributes a steady, powerful, if sometimes 
unacknowledged, pressure against equality of professional stature. This factor is 
irrational in the sense that it may have nothing to do with training qualification, 
aptitude, skill and experience, or merit of service. But it is none the less real 
for being irrational. 


As Table 10.24 shows, the salaries of the psychologists in the sample compare 
favourably with those of teachers, including university teachers; but they are 
considerably lower than the earnings of physicians. Aside from the fifteen psycholo- 
gists whose principal employment is not calculated on a full-time basis, fifty-four 
(30.5 per cent) earn between $12,000 and $13,999 per year; only one psycholo- 
gist reported to be earning less than $8,000; and nine (5.1 per cent) reported an 
annual salary of $18,000 or over. It will be noticed that thirty-five of the 
respondents did not complete the section on salaries. 


TABLE 10.24 
Salaries, Ontario Psychologists 


—“Salaryrange 7! 8, to) UNO. Of paychOlogists 0)uagan Betecnine: mame 
Under $8,000 1 0.5 
$ 8,000-$ 9,999 8 4.5 
$10,000 - $11,999 30 F70 
$12,000 - $13,999 54 30.5 
$14,000 - $15,999 30 17.0 
$16,000 - $17,999 10 5.6 
$18,000 and over 9 Jol 
No. reporting salary 142 80.2 


Ce ee I i en ee a ee ee ree 
Source: C. Hanly and J. Wong, Mental Health Survey: Psychologists (Study 4a), 1967. 
Based on a questionnaire survey of Ontario registered psychologists. 


The next section considers the typical services in which registered psychologists 
work. Their functions, responsibilities and interprofessional relationships vary a 
good deal according to the service (mental hospital, community mental health 
clinic, or educational system) in which they work. The degree to which the work 
contributes directly to mental health also varies according to service setting. 


Service Settings 
Hospitals and Clinics 


Mental health services are provided in the Ontario Hospital system, in community | 
psychiatric hospitals, in psychiatric units of general hospitals, in community mental 

health clinics, and in child guidance clinics. The Brief of the Ontario Psychological | 
Association to the Committee on the Healing Arts summarizes the functions of 

clinical psychologists in these settings as follows: 
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1) Psychological assessment, including diagnosis of mental disorder, 
state of mental health, intellectual and other abilities; evaluation of 
perceptual and central nervous system functional impairment, and 
of vocational potential for rehabilitation. 

2) Individual and group psychotherapy, application of techniques of 
behaviour modification, planning therapy programs, formulating 
rehabilitation programs. 

3) Evaluating ongoing programs of treatment and care. 

4) Conducting theoretical as well as applied research studies. 

5) Education and training of psychology candidates and other pro- 
fessions in training. 


But psychologists perform all of these functions only in places where the 
working climate is favourable. In making psychological assessments and diagnosis, 
the psychologist may be part of an intake team, or he may have cases referred to 
him by the psychiatrist in charge. In either case, the major role of the psychologist 
Is to carry out psychological tests, and to make assessments and evaluations 
which will contribute to an accurate diagnosis and the planning of a course of 
treatment. The psychiatrist or other physician in the service is legally responsible 
for diagnosis and treatment, even though the psychologist may be responsible in 
practice. The psychologist may participate in planning, as well as conduct ward 
programs and different kinds of therapy, including group and individual psycho- 
therapy and behaviour therapy. 

When the hospital is a teaching hospital or when the clinic is a field placement 
agency for students of different health disciplines, the psychologist may instruct 
and supervise them. He may also do some research in his field. Because of the 
chronic shortage of sufficient personnel in the diagnostic and treatment services, 
however, opportunities for research are limited. 

| In fact, it is only rarely that we find work settings where the psychologist 
1s providing all of these services. Where there is adequate staff, the psychologist 
has more freedom to devote himself to an area in which he is more interested — 
such as research, or developing special therapeutic programs. But in most hospitals 
and clinics the psychologist would be doing only the first of the five functions 
listed above. 


Some psychologists in these services take the view that testing methods for 
the purpose of making an accurate diagnosis are clinical psychology’s unique 
‘Contribution to mental health. Other services that they might perform can be 
done equally well by psychiatrists and social workers. Because these tests cannot 
be administered and interpreted as well or even adequately by other professionals, 
these psychologists are satisfied to devote the major part of their time to giving 
tests and making assessments. However, they do object to some of the conditions 
under which they are obliged to work. Specifically: 
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1) They object to being asked by psychiatrists to carry out specific 
tests which they feel are irrelevant to the case in question, or being 
asked to carry out specific tests without being meaningfully 
involved in the case. 

2) They object to having the test results used by the psychiatrist in 
making a diagnosis and settling on a treatment program without 
further consultation about their interpretation and application. This 
practice is all the more unsatisfactory to clinical psychologists if 
followed by general practitioners who know little about abnormal 
behaviour and interpreting tests — not only because they dislike 
being patronized, but because the test data may not be most 
effectively or properly used in the best interests of the patient. 

3) They object to the failure by the medical staff to use information 
gathered by the psychologist from routine tests and assessments. 
This is often filed away without being studied and used, or is used 
only to confirm conclusions already reached by the medical staff. 

4) They object to the lack of adequate opportunities for follow-up of 
patients they have diagnosed because the psychiatrists do not 
consider them part of the therapeutic team. 


The main obstacle to the achievement of a satisfactory professional role, 
according to many psychologists in these services, is the dominance of the medical 
profession. A physician is chief of administration (this circumstance is now 
changing in Ontario Hospitals as it has changed already in general hospitals); — 
a physician heads the treatment team; the physician’s authority is sanctioned by — 
law; and rarely are there autonomous psychology departments in hospitals to 
act as an institutional buffer. 


Institutional change can remedy some of the defects in the existing system. 
One potential for improvement is the reorganization of the administrative structure 
that is now under way in Ontario Hospitals; as a result of this the chief 
administrator of the hospital need not be, and in most cases will not be, a doctor. 
With the addition of departments of psychology and a chief of psychological 
services, psychologists might find themselves in a more congenial administrative 
structure. There are two reasons for expecting benefits from these structural and 
personnel changes in administration. First, highly developed psychiatric hospitals, 
such as the New York Psychiatric Hospital attached to the Columbia Presbyterian _ 
Hospital in New York, have departments of psychology with a clinical psychologist 
as head who is in a position of sufficient authority within the hospital decision- 
making hierarchy to remedy problems encountered by psychologists on his staff. 
Second, in the psychiatric units of general hospitals which have adopted such an 
administrative structure the position of psychologists has improved. For example, 
in the case of a new psychiatric unit being developed in a large general hospital 
in Ontario, the psychologists wanted to establish psychological services in the 
hospital in order to provide diagnostic, treatment and research services, and to 
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have a practicum setting for graduate students. The psychiatrists were quite 
resistant to the proposal when it came down to working out practical details, 
although they accepted the idea in theory. The hospital administrator, who had no 
professional investment in the situation on either side but wanted the best possible 
services for the hospital, was quite prepared to establish psychological services as 
quickly as possible. Perhaps the eventual outcome would not have been different; 
but undoubtedly under a physician administrator, there would have been many 
difficulties and delays. In any event, a clinical psychologist has been appointed as 
head of psychological services in the hospital, and he holds a cross-appointment 
to a local university department. 


Clinical psychologists have voiced the opinion also that by training and 
experience they are often qualified to assume responsibility for the administration 
of wards in psychiatric as well as general hospitals. They do not claim to be 
competent to deal with the strictly medical aspects of ward service; but they feel 
that, with the cooperation and assistance of physicians, who could undertake 
their usual responsibility for the medical care and treatment of the patients, senior 
psychologists could supervise the overall treatment program of the ward. There 
are only isolated cases where psychologists have been given this responsibility. 
One such is R. A. Steffy, who administers a ward at the Lakeshore Psychiatric 
Hospital. Steffy’s work has been praised widely by the psychiatrists and 
psychologists we interviewed. 


Two questions arise. Is it the shortage of psychologists that results in their 
absence from positions of leadership in hospital services? Or is it their absence 
from positions of leadership in hospital services (medical monopoly) that results 
in the shortage of psychologists? 


Alcohol and Drug Addiction Centres 


The Alcoholism and Drug Addiction Research Foundation will be described in 
detail in Part Three. We are concerned here only with the functions of psychologists 
in the various divisions of the Foundation. Because they are research, diagnosis 
and treatment centres, they provide an environment particularly congenial to 
psychologists. Further, the role of medicine varies from centre to centre. In some 
divisions of the Foundation, particularly in the Research Unit, psychologists have 
leadership roles. Nevertheless, in the Clinical Services Division psychologists, 
while playing some part in therapy, are occupied mainly with diagnosis only. Of 
all the Regional Units, the Lake Erie Region, with its headquarters in London, 
is the only unit which has a psychologist as its regional director. There is one 
other Ph.D. in psychology and one psychometrist working under him. 


_ There is a significant difference in the approach to therapy of psychologists 
working in this field. Some employ behaviour therapy premised on learning theory 
and conditioning; others adopt a psychodynamic orientation. This difference is 


found also among psychologists working in hospitals. With the exception of the 
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Lake Erie Regional Unit and some of the Research Units, the role of psychologists 
here is quite similar to that of psychologists in hospitals, with a strong emphasis 
placed on diagnosis and assessment and a lesser involvement in treatment. 


Reform Institutions 


The Department of Reform Institutions provides a number of different types of 
custodial institution. Sentenced offenders will be sent to one or other of these 
according to a number of criteria, including the nature of their personalities, 
motivations and psychological needs. Consequently, the Department has and needs 
a psychological testing and assessment service. This service is provided primarily 
by psychologists; psychiatrists play a supporting role, restricted largely to 
consultations with criminals suffering from a psychosis or from a gross psycho- 
pathic condition and in need of treatment at a mental hospital or confinement in 
the prison for the criminally insane at Penetang. 


At the time of writing there were twenty-four posts for psychologists in the 
Department’s training schools and reform institutions. In February 1968, the 
Department of Reform Institutions had only eight psychologists for these posts; 
eight positions were occupied temporarily by psychometrists, and eight were 
vacant. Reform institutions have a total admission of over 10,000 each year. 
The work of evaluation and assessment, however routine, keeps the psychologists 
so busy that they have little time for therapeutic and research work. The situation 
is further aggravated by chronic vacancies. There is great difficulty in recruit- 
ment — a difficulty which could be due partly to the general manpower shortage 
and partly to the unattractiveness of reform institutions as a work setting. 


One answer to this problem is the use of psychometrists to perform diagnostic 
and testing functions in such settings. According to the supervising psychologist 
for the Neuropsychiatric Clinic and the Guelph Reformatory, psychometrists make 
a most important contribution to the work of the psychological services in reform 
institutions. They give tests and interpret the results in relation to the life history 
of the prisoner, and they prepare comprehensive reports on which the treatment 
of each inmate is based while in custody. But there is equal difficulty in attracting 
psychometrists, because of the limitations placed on their pay ranges and career 
opportunities. Psychometrists are not eligible for registration under the Psycholo- 


gists’ Registration Act as they have not received a sufficiently advanced training ~ 
(Ph.D.) to qualify. 


The Alex G. Brown Memorial Clinic at Mimico is the only reform centre 
where psychologists are engaged more in treatment than in assessment. On staff 
are five psychologists and two psychometrists. The clinic offers intensive treatment 
for alcoholics, drug addicts and pedophiles, and the bulk of the treatment is 


6Personal communication, W. A. Norton, Director in Psychology, Ontario Department of 
Reform Institutions. 
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given by the psychological staff. They conduct individual and group counselling, 
group therapy, recreational and didactic programs, and behaviour therapy. 
Behaviour therapy is performed with the cooperation of the Lakeshore Psychiatric 
Clinic, under the direction of R. A. Steffy. 


If there is a shortage of psychologists in the Department of Reform Institutions, 
there is an even greater shortage of psychiatrists. Consequently, this service area 
provides an opportunity for psychologists to advance to senior supervisory 
positions, and to experiment with treatment programs with an orientation deter- 
mined by psychologists rather than psychiatrists. Several clinical psychologists 
have mentioned that the Galt Training School is a good example of this kind of 
opportunity. The director of the treatment program at the Galt Training School is 
Robert Ross, adjunct professor of clinical psychology at the University of Waterloo 
and chief psychologist at the Galt Training School. Ross has inaugurated a treat- 
ment program based on the theoretical orientation of behavioural psychology. He 
works in close cooperation with a psychiatrist and an internist who is the medical 
director of the Galt Training School. The Galt Training School thus presents 
an example of successful professional collaboration between psychology and 
_ Medicine when they function together on an equal footing. It also provides an 
_ experimental setting for the application of these behaviour modification techniques 
in detention institutions. 


Rehabilitation Centres 


_ Rehabilitation centres are of two kinds: those for the physically disabled, and 
_ those for the mentally disabled. Psychologists in these services usually assume 
_ total responsibility for their patients in assessment, treatment and referral. The 
Jewish Vocational Service (Toronto), for example, employs six psychologists. 
_ They operate a rehabilitation service for discharged mental patients. Patients 
usually are referred to them by mental health institutions and other psychiatric 
_ agencies. Because of the referral system, the service is linked to medical services 
and thus, in effect, receives patients who have already been medically examined. 
The main task of the JVS is the vocational rehabilitation of these patients. The 
patient spends a period of from six weeks to six months at the JVS (non- 
| residential), during which time the psychologist explores his work ability and 
prepares him for employment. The patient does not learn a specific skill at the 
_JVS, but he learns behaviour patterns (punctuality, patience and tolerance) which 
will make him acceptable to the society to which he is returning and which will 
help him to keep a job. 


| Psychologists working in rehabilitation centres for the physically disabled. are 
involved only indirectly in the mental health field, insofar as physical disability 
‘May have affected the patient mentally, or if the person who is physically disabled 
‘happens to be suffering also from a mental disorder. Where such problems occur, 
the patient may be treated by psychologists working at the centre or he may be 
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referred to a psychiatric service for treatment, depending on the practice of the 
rehabilitation centre. The Rehabilitation Centre for the Disabled is unique in 
that it is directed by a psychologist and is primarily a psychological agency. 
Occupational therapists, social workers and physicians are present only as con- 
sultants. The work of the psychologist consists of assessment, testing, counselling 
(vocational) ; the administration of rehabilitation workshops; the training of other 
staff and university students; the supervision of occupational therapists and others, 
‘and referrals to schools and other psychiatric and medical services. There are 
not a few patients with mental problems, but these are all referred to psychiatric 
services for treatment. In the Rehabilitation Institute of Ottawa, which provides 
similar services for the physically handicapped, psychologists carry out tests to 
determine the emotional reactions of the patients to their disabilities; they make 
assessments in an attempt to work out these problems with the patients. Where 
mental problems are serious or where long-term treatment is needed, the patient 
is referred elsewhere for treatment. 


Educational Systems 


It is well known that a large proportion of psychologists are employed by 
educational establishments. According to the Register kept by the Ontario Board 
of Examiners, 23 per cent of the psychologists registered with the Board were 
engaged in university teaching at the time of registration. 


Since this report does not include psychologists in academic settings, our 
category of psychologists in educational systems contains only those who. are 
employed as student counsellors in universities and as educational psychologists 
in secondary and primary school systems. Although there is no exact measure 
of the number of psychologists employed by school boards in Ontario, Table 
10.4 shows that as many as 26 per cent of the returns come from registered 
psychologists whose principal place of employment is in the school system. 


The work of educational psychologists is very different from that of the clinical 
psychologists. Most of them are eager to dispel the image that they are clinicians. 
They define their area of interest as educational problems — such as specific 
learning problems, underachievement, adjustments to the social system of the 
school — rather than as mental ill-health problems, such as neurosis and psychosis. 
Because of this, they are less concerned with psychiatric liaison or direction. The 
same terms used by clinical psychologists have a different meaning to educational 
psychologists, who think of “diagnosis” in terms of analysis of a problem situation 
(such as underachievement) and “treatment” in terms of an educational process 
(such as remedial mathematics instruction). Although some educational psycholo- 
gists also do counselling and psychotherapy, and administer tests, most feel that 
they do not require a clinical background for their work but that a learning and 
educational psychology background may be more appropriate. The majority of 
educational psychologists believe that their best and most useful function is to act 
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as a consultant to teachers, principals and other school administrators in the 
handling and teaching of pupils with cognitive, perceptual and personality handi- 
caps. The educational psychologist is trained to act as a consultant also in the 
design of preventive programs, in educational technology, in curriculum planning, 
and in the broad needs of normal children in classroom learning. 


Very often, however, the educational psychologist finds that he is pro- 
viding direct service to individual children and that he spends most of his time 
administering psychological tests to school children in order to diagnose behaviour, 
emotional or general learning problems. Less often does he act in the broader 
consultative and planning functions which appear to be his preference and for 
which he feels his training best suits him. The explanation for this situation is not 
hard to find. Neurotic disorders are among the most common psychiatric disorders 
in the population. But they do not develop suddenly in adulthood ex nihilo. An 
adult neurosis has a history reaching into childhood. Children who are undergoing 
this process today will make up tomorrow’s 15 to 20 per cent of the adult 
population with significant disabilities from neurotic disorders. These children 
present emotional, behavioural and developmental learning problems in the class- 
room. Since it is impossible for the teachers to deal with them effectively, and 
since their families have already failed, these children are brought to the attention 
of psychologists in the hope that they can obtain help. Unfortunately, with 
scarcely any exceptions, educational psychologists are trained only to administer 
diagnostic tests; and when they find that the problem is emotional, as they often 
must, they are not equipped by training to treat these disorders. Consequently, 
they must be satisfied with referring them elsewhere for treatment, fully realizing 
that the children will receive no treatment at all because the community lacks 
clinical resources. 


A second unsatisfactory aspect of psychological services in the school system 
is that tests and procedures for assessing mental and emotional characteristics often 
are carried out by school teachers who, at the most, have taken only a short 
course in psychology and psychometry. Psychologists insist that, while some tests 
can be administered and scored by people with lesser training, the derived data 
and their relationship to the problem involved must be interpreted (or the 
interpretation must be supervised) by a qualified psychologist. The same applies 
to the counselling work that is being done by “school guidance teachers” who 
have had only a year’s training in the related fields. 


It appears that educational psychologists are somewhat isolated, not only from 
persons of their own profession but also from their colleagues in their own work 
setting — that is, from teachers, inspectors and other guidance personnel. Because 
these disciplines know relatively less about human behaviour, they feel threatened 
by the presence of psychologists, whom they consider as “outsiders” and whom 
they seldom consult. It is therefore difficult for psychologists to break into the 
rigidly structured teacher-principal-inspector-superintendent system. 
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The same experience has been reported by at least one of the very few 
psychiatrists who work in the school system. The attitude appears to be that 
social workers, psychiatrists and psychologists are in the school system but not 
really of it; it is felt that officials and administrators would be relieved if these 
people would quietly go about the business of removing all of the behaviour and 
learning problems, and leave everyone else undisturbed. But it is also found that 
the classroom teachers are keen to learn how to recognize, understand and 
‘manage more effectively the emotionally disturbed children in their classes, and 
to cooperate fully with the professionals who are able to help them. 


One can exaggerate the extent to which psychologists in the school system 
are performing, or deem themselves competent to perform, a diagnostic service 
relevant to psychiatric disorders. Most of the educational psychologists who 
responded to the questionnaire survey (Study 4a) considered that their work 
contributed directly to the mental health fields (Table 10.5). But the survey of 
school boards (Study 5) presented a rather different picture. Not all of these 
questionnaires were completed, but many of them were, and a typical pattern of 
responses to the specifically psychiatric content of the questionnaire emerged. 
This content included data concerning the number of children served by the 
psychological services of the school board who had been diagnosed as suffering 
from a psychiatric disorder, and data concerning the type of psychological treat- 
ment employed. Because psychologists in the school system do not use psychiatric 
categories for classifying or understanding the problems of school children, in 
almost all cases they stated that the diagnostic question did not apply to them 
at all. In practice they reach a description of the problem behaviour that is as 
precise as possible without any analysis of the possible origin in a disturbed 
psychological process in the psychiatric sense. The focus is on more superficial, 
manageable aspects of the problem (such as study habits and peer relationships) 
and on specific learning disabilities (such as organic auditory or visual defects). 
And the object is to manipulate the environment in order to assist the child with 
the problem, or to provide him with counselling so that he can manage his problem 
at a conscious, reality-oriented level. Thus, just as diagnosis in the psychiatric or 
clinical sense is deemed to be inapplicable to themselves by these psychologists, 
so is treatment in the psychiatric or clinical sense. The closest they have come to 
treatment in the strict sense is to recommend special classes for children with 
learning handicaps, or to engage in some counselling designed to assist the child — 
in solving a behaviour or learning problem. In all cases the problem must involve 
some kind of failure in learning or adapting to the school environment; other 
personal problems of development and family life do not appear to concern the 
educational psychologist. 


Community Agencies 


Psychologists work in welfare and family service agencies, and in community 
organizations. But in agencies where social work is the dominant profession, either 
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in administration or in orientation, psychologists are seldom found. Psychological 
services are required by these agencies only in testing and assessment. The 
agencies usually make use of facilities in local mental health clinics, in rehabili- 
tation centres, or on school boards. Social workers seldom refer clients to 
psychologists for therapeutic services, because they are disinclined to promote 
the psychologists’ therapeutic capabilities as being superior to their own or even 
as being valid substitutes for their own casework. 


In community organizations such as the YMCA Counselling Service, the main 
task of the psychologist is in vocational counselling of adolescents and adults. 
_ He appraises the client’s potential based on a psychological measurement of his 
interests, aptitudes and intelligence, and counsels him on the choice of a career 
or on the handling of personal and social problems. The majority of these clients 
are deemed mentally normal people, although there are some who have symptoms 
that need a more intensive counselling which many psychologists would call 
psychotherapy. Some even consider that they are, in effect, treating mental illness, 
although most of their clients are not on medical referral. 


Industrial and Commercial Establishments 


Industrial psychologists include psychologists in the armed services, those employed 
by large industrial concerns, and those who act as consultants to industries, either 
as private practitioners or as employees of counsulting firms. The scope of work 
is very diversified and includes personnel selection, placement, training and 
counselling, marketing research, advertising and consumer testing, production 
planning or operational research, labour management and public relations. These 
functions do not come into the area of mental health, except perhaps when 
psychologists are helping to solve personnel problems in the form of counselling 
and vocational guidance for individuals. One psychologist who acts as a private 
consultant commented that work in industrial settings is very unsatisfactory because 
of the impersonal approach adopted by industrial establishments. The psychologist 
is not able to do any follow-up after individual employees have been evaluated 
and tested. He feels that such an approach is not a legitimate one for psychologists, 
and that much of the work done, for example, in time and motion studies can 
be left to engineers. 


Private Practice 


There are very few psychologists in Ontario who are primarily self-employed. 
However, many work in hospitals, universities and school systems and devote 
part of their time to private practice. Depending on their location and the number 
of hours per week they spend in private practice, the case load of the psychologist 
in private practice ranges from fifteen to over fifty per week. 


Clients are usually referred by physicians and psychiatrists with whom the 
psychologist is connected in hospital work. Other sources of referral include 
community agencies, lawyers, clergymen and self-referrals. 
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The work of these psychologists is focused on the assessment of aptitudes and 
intelligence, on vocational counselling, and on working with clients towards the 
solution of social problems. In vocational counselling, the majority of the clients 
belong to the teenage group who are not doing well in school because of mental 
health problems. Clients who belong to the twenty-five to thirty age group usually 
have problems in social, marriage, or parent-child relationships. In serious cases, 
these problems may have affected them so deeply that they are unable to function 
“normally, and they may be classified by the psychologist as neurotic. These patients 
usually come for treatment once every week or every two weeks for a period of 
from six months to over two years. The psychologists interviewed said that they 
see some psychotic patients, but that these persons are never treated by them. 
When the psychologist suspects that a client is suffering from a psychotic disorder, 
he consults the family doctor, who can assume the responsibility of referring him 
to a psychiatric hospital or clinic. If the client does not have a family doctor, 
the psychologist will refer him directly to a psychiatrist or to a mental health clinic. 


The private psychologist consults often with a psychiatrist and with a physician. 
The psychiatrist he consults is usually known to him personally. Very often the 
psychiatrist or the physician he consults has his office in the same building. 
Supervision by psychiatrists is nominal in the relationship and does not represent 
any threat to the psychologist’s autonomy as a professional person. 


To date there have been two teams of psychologists and psychiatrists engaged 
in group private practice, one in Toronto and one in Hamilton. Collaboration 
between the two professions within the groups was reported to be highly successful. 
One other group, which had existed for eleven years, had to be discontinued; as 
psychologists were not paid by OMSIP and PSI for their clinical work, the group 
became financially unworkable. 


Of the five psychologists in private practice interviewed, four had Ph.D. 
degrees in psychology, while the fifth had completed all his Ph.D. work except 
the thesis. None of the five psychologists had a psychometrist or technician working 
under him, and none found that he needed auxiliary personnel in his office. 


Private practice in clinical psychology is much more common and more 
highly developed in comparable American states than it is in Ontario. Groups of | 
clinical psychologists and psychiatric social workers in association with psychia- 
trists have formed mental health clinics. An example of such a clinic is the 
Community Guidance Service in New York. This clinic is chartered under state 
law administered by the Department of Mental Hygiene. The law requires that 
the clinic have a number of psychiatrists on staff, at least in a consultative 
capacity. In 1966 the clinic had five psychiatric consultants who undertook 
diagnostic responsibilities and who were responsible for dispensing drugs whenever 
they were required. However, the bulk of the clinic’s work is done by social 
workers and psychologists. In 1966 the Community Guidance Service conducted 
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about 20,000 session hours of psychotherapy and saw about 600 patients over 
the year, with approximately 300 patients being in treatment at the clinic at any 
one time. Treatment is restricted to individual and group psychotherapy to neurotic 
patients. Direction of the clinic is in the hands of clinical psychologists. 


A similar private group practice is the Washington Square Mental Health 
Clinic in New York. The director of the clinic is a psychiatrist. This fact reflects 
the much closer collaboration and greater involvement of psychiatrists with 
clinical psychologists and social workers in this clinic, as compared with the 
Community Guidance Service. Nevertheless, psychologists and social workers 
outnumber psychiatrists. The psychiatrists are uniquely responsible for medical 
diagnosis and for dispensing any medications that may be required. As a rule, 


_ though, the clinic does not take patients who are in need of medication. The 
_ Washington Square Clinic is licensed by the Board of Regents of New York State. 


There are about twenty such clinics in the New York area and they have 


_ been joined together in an organization called the Federation of Mental Health 


- Clinics. This organization does not regulate the services provided by each clinic, 
as this is the responsibility of the state licensing body. 


There is also a Council of Psychoanalytic Psychotherapy in New York, which 


is a grouping of non-medical training institutes and clinics. The Council does not 
_ have any regulatory or licensing power. It attempts rather to provide guidelines 


for the work of the training institutes and clinics that have developed in New 
York exclusive of the medical schools and hospitals under the control of the 
medical profession. 


Private practice in clinical psychology, then, can follow at least two patterns: 
1) the psychologist can work alone in his own office and in collaboration with 
doctors in private practice, who refer patients to him and provide medical 


examinations for clients when needed; 2) the psychologist can work in a group 
practice or in a private clinic which has psychiatric and medical consultants, or 


which has psychiatrists directly involved as full-time staff members of the clinic. 
It has been found in the U.S. centres that the difficulty of achieving the first 
pattern has been in part, but only in part, responsible for the movement towards 
the second pattern. The basic reason for the difficulty has been lack of cooperation 
from doctors. 


At present private practice in psychology is of negligible significance in 
Ontario. Whether it develops — and if it develops, what pattern it will follow — 
will depend largely on the extent of medical cooperation, the quality of 
training available for clinical psychologists, the public confidence they can 
establish by providing high quality services, and insurability under prepaid schemes 
such as OMSIP. 
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Education and Training for Clinical Psychologists 


Clinical psychologists and psychometrists receive their training through post- 
graduate psychology departments in the graduate schools of the universities in 
Ontario. Clinical psychologists are trained in programs leading to the Ph.D. — 
degree. Psychometrists receive a specialized training at the M.A. level. 


The medical profession tends to be skeptical of the value of the training 
background of psychologists, particularly with respect to treatment skills. Their 
skepticism is not unfounded. Training programs in clinical psychology in Ontario 
are still rather rudimentary. Most of the programs emphasize experimental and 
behavioural psychology and research, and students obtain relatively little clinical 
background. This observation is confirmed by a consideration of the various 
programs offered by graduate schools in Ontario universities. 


Carleton University 


Carleton offers M.A. and Ph.D. programs in general experimental psychology 
only. There is no clinical or other applied program available. Degree requirements 
include practical training, but only in teaching or in research. 


McMaster University 


None of the courses offered is clinical in nature, in the M.A. or the Ph.D. 
programs. The emphasis is on research. The Department of Psychology has well- 
equipped laboratories for experimentation in learning, motivation, physiological 
and comparative psychology, and in animal research. 


Queen’s University 


Queen’s has separate programs in experimental psychology and clinical psychology, 
and a mixed program which combines the different courses for both M.A. and 
Ph.D. students. Clinical psychology is a four-year program; the M.A. degree is 
awarded at the end of the first calendar year, a Diploma in Psychology is awarded 
after the completion of the second year of Ph.D. work, and intensive supervision 
is provided throughout summer internships. Queen’s University is preparing for 
the accreditation of its clinical program by the American Psychological Association. 


The University of Western Ontario 


Western provides training in general psychology with specialization in a dozen 
areas, including clinical psychology. The department offers adequate laboratory 
and other research facilities, and has potential field settings and sources of subjects 
in industrial and school settings, in hospitals and clinics. Practical work in 
approved settings is compulsory for students in clinical psychology, but there 
are practically no clinical courses. The stated primary purpose of the doctoral 
program is “to train scientists and university teachers”. 
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The University of Windsor 


A few courses are offered which are clinical in nature in the Ph.D. program, 
which also includes an internship of supervised clinical work in counselling 
and psychotherapy. 


The University of Toronto 


Toronto stresses training in general psychology with specialization according to 
the student’s choice. In all areas of psychology the emphasis is on training for 
experimental research. There is little emphasis on clinical psychology, and there 
does not seem to be any compulsory internship in either the M.A. or the Ph.D. 


_ program. In general, the department takes little interest in clinical psychology. 
Its work is devoted almost entirely to behavioural research. 


| The University of Ottawa 


_ Through the Faculty of Psychology and Education, the university offers degrees 
in clinical psychology at the M.A. and Ph.D. levels. The programs have been 
designed to meet the specifications of the Corporation of Psychologists of the 
_ Province of Quebec, the Ontario Psychological Association, and the American 
Board of Examiners in Professional Psychology. 


Practica are available for students in the Psychology Guidance Centre operated 


| by the faculty and in a local hospital. Students may specialize in guidance and 


counselling, or in clinical psychology. 


The University of Waterloo 


_ A research-applied oriented course is offered leading to the Ph.D., and an applied 


course leading to the Master of Applied Science degree. A specialized terminal 
Master of Applied Science degree program provides training for psychometrists. 


The Ph.D. program offers a number of major areas of specialization, including 
clinical psychology and counselling psychology. These follow the model devised 
at the U.S. Boulder Conference (that is, the scientist-professional model). Faculty 
members feel that, given support, time and the requisite practicum settings, they 


will be able to build a program of excellent standard. A one-year internship is 


_ required. Supervision and the use of control cases is part of the practical training 
in diagnosis and therapy. 


The department is applying for accreditation by the American Psychological 
Association, which would give their graduates access to clinics and mental 
health centres in the U.S. 


University of Guelph 


_ The department of psychology is only two years old and is still in the early 


planning and development stage. It proposes a full-scale program in clinical 
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psychology with a special emphasis on the study, diagnosis and treatment of 
behaviour disturbances in children. The University of Guelph has also created a 
Centre for Educational Disabilities which, in addition to its research activities, 
will undertake to train a number of different categories of professionals, from 
teachers of special classes in a certificate program to Ph.D. psychologists. 


The departments of psychology at four of Ontario’s major universities 
(Toronto, McMaster, Carleton and Western Ontario) are contributing nothing to 
the training of clinical psychologists. Among the older universities, Queen’s and 
Ottawa alone have a Ph.D. program in clinical psychology. Among the new 
universities Waterloo, York and Windsor are making efforts to develop adequate 
programs. It is evident that when measured against the needs of mental health 
services in the province, the university departments of psychology are exceedingly 
inadequate on a number of counts. Their orientation towards, and preoccupation 
with, experimentation for its own sake make much of their work irrelevant. The 
clinical programs that do exist will not be able to provide the numbers of high 
quality clinicians needed. By and large, psychology has retreated into an ivory 
tower where it can pursue its own image of scientific purity without the disturbing 
intrusions of human problems and needs. 


York University 


York is currently undertaking the development of a Ph.D. program in clinical 
psychology and has recently undertaken an arrangement with the Ontario Hospital 
at Whitby, which will serve as a practicum setting for students. 


Status of Clinical Psychology in Universities 


Ontario now has two rather distinct groups of psychologists. On the one hand 
there is a scientific group, comparable to physiologists and biologists, located for 
the most part in university departments; and on the other hand, there is a 
professional group, comparable to physicians and engineers. The university 
psychologists are eager to win scientific respectability for psychology by the 
thorough-going application of scientific methods of observation and mathematical 
analysis to research in the field, and by the association of psychology with 
physiology and biology. For example, the University of Toronto Department of 
Psychology has decided to be classified within the Faculty of Arts and Science | 
with botany and zoology as one of the life sciences, rather than with history, 
philosophy and economics as one of the humanities and social sciences. 


This development has had a positive and a negative result as far as clinical 
psychology is concerned. Positively, it has provided the theoretical base for the 
development of behaviour therapy. Based on the same models of behaviour as 
experimental psychology and developing from learning theory, this therapy has 
been used for the treatment of certain behaviour disorders such as alcoholic 
addiction, fetishism, sexual deviation, and neurotic disorders involving phobia. 
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Negatively, this development has provided the theoretical justification for the 
failure of most psychology departments to develop any adequate curriculum in 
the theory and practice of psychotherapy and the diagnostic skills relative to 
it. Consequently, psychodynamic psychology (the psychology of unconscious, 
instinctual processes) has been developed almost entirely, in Ontario universities, 
by departments of psychiatry and, outside the universities, by psychoanalysts. 


Even the positive consequences of the dominance of behavioural psychology 
in university departments are a mixed blessing for clinical psychologists in mental 
health services. Some psychiatrists are Sympathetic to behaviour therapy, but 
others are not. V. J. Butler has commented enthusiastically on the effectiveness 
of behaviour therapy administered by a clinical psychologist within a group 
practice in an inpatient service. “It must be admitted that one has rarely seen 
impotency or phobias or compulsive rituals resolved so promptly, or sexual objects 
shifted so quickly.”” Other psychiatrists are skeptical to the point of indifference 
to the claims of behaviour therapy, on the grounds that it can, at best, bring 
about only a reorganization of the symptoms of the disorder. Any merits that 
behaviour therapy may have are likely to be offset by its adverse effects on clinical 
psychology. Certainly clinical psychology in Ontario has failed to keep pace with 
developments in the U.S. 


In short, there exists within psychology itself a theoretical and professional 
barrier to the development of psychodynamic psychology, similar to the one in 
psychiatry examined earlier. Just as some psychiatrists have postulated a purely 
organic casual model for psychopathology and have hoped that by developing 
successful, exclusively physiological treatment methods psychiatry could best 
achieve full status as a highly respected specialty within medicine, so some 
psychologists have postulated a purely behavioural model for psychopathology 
and have hoped that, by developing exclusively conditioning treatment techniques, 
psychology could best achieve full status as a highly respected natural science. 
The psychiatrists and psychologists who are theoretically committed to these 
approaches tend to repudiate psychoanalysis and psychodynamic psychology as 
speculation, mythology and quackery. In any case, clinical psychologists who have 
seen the importance of a psychodynamic orientation in mental health, and 
have sought to qualify themselves as psychotherapists, have had to overcome 
the double disadvantages of interdisciplinary and intradisciplinary opposition. 
Consequently, relatively few clinical psychologists are qualified to practise psycho- 
therapy. (Almost all of these psychologists have trained in the U.S. or have 
trained informally in Ontario in ad hoc in-service programs developed by 
sympathetic psychiatrists.) This training defect provides de facto justification for the 
psychiatrists who want to exclude psychologists from the practice of psychotherapy. 


1. J. Butler, “Collaboration between Psychologists and Psychiatrists in Psychotherapy”, 
Canadian Psychiatric Association Journal, Vol. 12, No. 1, p. 68. 
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Clinical psychologists often find themselves in a vicious circle. Because 
psychiatry and medicine have dominated mental health services, psychologists 
have tended to withdraw from these services. Consequently, graduate education 
in psychology has mobilized almost all of its resources in the direction of scientific, 
experimental research and in applied fields such as educational psychology, which 
are not directly involved in the diagnosis and treatment of psychiatric disorders. 
Thus training in clinical psychology, by and large, has failed to keep pace 
with improvements in psychiatric training; and psychiatrists are justified in the 
view that, for the most part, they are the best qualified members of the 
mental health professions and should retain responsibility for the diagnosis and 
treatment of patients. 


Although this is an accurate enough general description, individual universities, 
such as Queen’s, Waterloo and York, have been working against the tide. Queen’s 
and Waterloo are of particular interest, because they are both moving towards 
an application for accreditation by the American Psychological Association. 
More will be said on this point in a moment. 


Status of Clinical Psychology in Mental Health Services 


A number of psychiatrists interviewed who were sympathetic to the potential of 
clinical psychology unequivocally denounced the existing authority and responsi- 
bility structure in mental health which places medicine inevitably at the top. 
They felt that psychiatry was entirely responsible for the current shortage of 
able clinical psychologists in nearly every service. 


This quality of the relationship between medicine and psychology was pointed 
out by a psychiatrist in one of the province’s leading psychiatric hospitals. He 
said that the hospital is unable to retain its best clinical psychologists because 
they are highly trained professional people, and no self-respecting professional 
will work under the conditions of subservience to medical authority and control 
to which they are typically and unreasonably subjected. The same factor was cited 
by a leading psychology professor, who stated that the basic reason for the lack 
of sufficient numbers of Ph.D. psychologists in mental health services has been 
the failure over the past twenty years of the persons who have been in charge 
of these services to attach any appropriate value to the services of qualified 
psychologists. Instead of taking the necessary steps to support sound training 
programs and create the positions through which such trained professionals could 
provide high quality service, the mental health services of Ontario have encouraged 
the employment of untrained or semi-trained personnel in psychology. Thus they 
have forced the most capable to leave clinical services for work with schools and 
other agencies, where salaries and conditions of employment are commensurate 
with the professional skills and stature of the Ph.D. psychologist. 
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Although the reality of the mental health problems and the rhetoric of the 
mental health team support interprofessional cooperation based on equality, 
medicine and psychology are in a state of cold war in the field of mental health. 
As an indication, clinical psychologists are proud, but surprised, if one of their 
profession manages to become responsible for the treatment program in the ward 
of a mental hospital; but usually the feeling is that it cannot last long. Another 
indication is the feeling among some psychiatrists who have actively supported 
and trained psychologists to become psychology psychotherapists — that is, 
“counsellors” — that they are somehow betraying their own profession. 


The status of clinical psychology in the universities, combined with its status 
in the mental health services, presents a major dilemma for many psychologists. 


The Dilemma of Clinical Psychology 


This dilemma is implicit in the description of professional psychologists adopted 
as an ideal by the Couchiching Conference. 


The professional psychologist has broad interests in those areas of applied 
psychology within his field of competence. He plays an active role as a 
supervisor, co-ordinator, advisor, and consultant to other professions and to 
management. He approaches these activities with a research orientation that 
differentiates him from other professionals. Time demands limit his personal 
efforts to diagnose causes of individual maladjustment and to induce 
behaviour changes, but he accepts responsibility to train and supervise 
technicians to relieve him of many repetitive tasks. In all likelihood, he 
will seek a university appointment through which he can assist in the 
training of students. 

To undertake such activities the professional psychologist requires a doc- 
torate degree — preferably a Ph.D. obtained at the end of a programme 
based on the scientist-professional model. He must be well trained and 
competent in applied research. His training must provide him with current 
technical know-how in his area of specialization, but more important, it 
must give him a sound understanding of appropriate psychological theory 
and principles. His background in general psychology must be such that 
he will be an acceptable peer of other psychologists holding major 
academic appointments.8 


To the outside observer this prescription for the ideal clinical psychologist 
has, apart from the usual professional truisms, two outstanding features. It 
provides a covering rationalization for the defeat of clinical psychologists in any 
conflict with psychiatrists concerning their right and competence to undertake 
psychodiagnosis and psychotherapy, thus expressing a profoundly defeatist attitude 
which is the hallmark of every group that “knows its rightful place” in the order 
of things. The telling clause here is “Time demands limit his personal efforts to 
diagnose causes of individual maladjustment and to induce behaviour changes . . . .” 
Literally thousands of clinical psychologists in the U.S. do not experience any 
such a priori limitations on themselves as a result of “time demands”. The U.S. 


8The Couchiching Conference on Professional Psychology, op. cit. 
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Veterans Administration has trained 6,000 clinical psychologists and 1,500 
counselling psychologists in its training program since it was inaugurated after 
the Second World War. These psychologists are trained under supervision in 
psychodiagnosis, psychotherapy, behaviour therapy, vocational counselling and 
research.? There is no suggestion that they are not expected to be hired to do 
what they are trained to do, or that “other commitments” are expected to intervene 
in their psychodiagnostic and psychotherapeutic work and supersede it. 


Like every other group that has preselected for itself a position of inferiority 
in the professional hierarchy, Ontario professional psychologists have preselected 
another group to be inferior to themselves. Although the psychologist is not to 
have much time for psychotherapeutic work, he will*have time for and is even 
willing to accept “the responsibility to train and supervise technicians to relieve 
him of many repetitive tasks”. Having thus found himself in a situation in which 
he has little that is worthwhile or challenging to do, and being debarred, not by 
time but by medicine, from becoming deeply involved in mental health work, 
“in all likelihood, he will seek a university appointment through which he can 
assist in the training of students”. It is well that the word “seek” is used, because 
the word “find” would be inappropriate. Most university departments, finding that 
medicine has taken possession of the responsible and professionally rewarding 
work in mental health services, have simply withdrawn their interest from it 
and are unprepared to encourage capable students with an interest in and aptitude 
for advanced work in psychology to enter a field that will be unrewarding 
professionally. Seen from this point of view, the Couchiching prescription for an 
ideal professional psychologist is the prescription for an “ideal mental hospital, 
Department of Health employee, psychologist”. The two should not be confused. 


The second striking feature of the Couchiching prescription is the demand 
that the clinical psychologist be “well trained and competent in applied research” 
and “be an acceptable peer of other psychologists holding major academic appoint- 
ments”. These elements define the major components of the scientist-professional 
model. But it is a model that is rather impractical, if taken seriously. If a 
psychologist is to be well trained in research and also in psychodiagnosis and 
psychotherapy, his training after the M.A. could take no less than eight years 
and might well take up to twelve years. If, in addition, the clinical psychologist 
is to remain an acceptable peer of psychologists holding major university appoint- 
ments, he will have to earn this acceptance by doing the amount and quality of 
research that they do and, in some cases, there would be the additional requirement 
that the same methods and models also be utilized. 


A Way Out of the Dilemma 
A group of psychologists at Harvard University have faced this problem squarely 


Personal communication, H. M. Engle, M.D., Chief Medical Director, Veterans Administra- 
tion, Department of Medicine and Surgery, Washington, D.C., November 30, 1967. 
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during the last two years. In essence, the terms of the problem as they see it are 
these. First, there is a grave need for university-trained psychological diagnosticians 
and therapists to man the community mental hygiene clinics currently under 
development. Second, the university department of psychology does not have 
the ability to train them because 1) although they are needed as university 
teachers, senior clinicians cannot receive university appointments in psychology, 
because they do not have sufficient publications; and 2) the Ph.D. in psychology 
is a research degree, whereas what is needed is a service degree in which the 
clinical practicum takes the place of thesis research. The solution preferred by 
the team of psychologists who studied the problem was the formation of an 
interdepartmental program, headed by a professor with clinical and not necessarily 
research qualifications to supervise a service-oriented training program resulting 
in a doctorate rather than a Ph.D. The program would require the same quality 
of achievement and promise in diagnosis and therapy (mental health services) 
that is now required of Ph.D. candidates in research; it would replace the research 
thesis with a thorough practicum. 


Only with such training can clinical psychologists be expected to thrive. 
Whether they like to admit it or not, they are in a service profession which 
overlaps with medicine in certain areas; and medicine is a profession in which 
service has always been of first importance. Therefore, in order to secure the full 
cooperation of medicine and a sharing of responsibility and work in the area of 
overlap between the professions, psychology must demonstrate its ability to provide 
diagnostic and therapeutic services of equal merit. And if in addition clinical 
psychologists who have devoted themselves entirely to clinical work are to com- 
mand the full acceptance of their peers in major academic appointments, then 
major academic posts will have to become available to psychologists who are 
first and foremost accomplished clinicians. 


There is, of course, another alternative. The current situation could be preserved 
and clinical psychologists could continue to exist as an ancillary profession to 


_ Medicine in mental health, providing certain limited technical services through 


the routine administration of standard tests. And clinical psychologists could 
continue to attempt to satisfy the contradictory ideals analyzed above and console 
themselves, whenever they found that they could not, that they were professionally 


| Superior to the psychometrists who really are only psychological technicians. 


Against this alternative there is a decisive argument based on public interest. The 
people of Ontario need more high quality psychodiagnostic and psychotherapeutic 
Services than can be provided by medicine or by psychology as it is presently 
functioning. This fact becomes evident when manpower in psychology is considered. 


The Shortage of Psychologists 


Many surveys have been made regarding manpower supply of and demand for 


psychologists. Two surveys have been made recently: one is by the Ontario 
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Psychological Association, “Manpower Needs in Psychological Services in Ontario, 
1965-1970”; and the other is by M. H. Appley and Jean Rickwood, of York 
University, on psychologists across Canada in 1967.'' The former report estimates 
that during the period 1965-1970, universities of Ontario will produce about 900 
graduates at the Master’s level, of whom about half will continue with graduate 
work. About 400 Ph.D.’s will graduate, but more than 150 of these can be 
accommodated by vacancies to be created in Ontario universities within the same 
period. Another ninety-odd Ph.D.’s will be absorbed into burgeoning university 
and college departments across the country, while an estimated sixty-six will go 
into research. Less than a hundred will be left to be distributed among the various 
applied psychology settings in the province. These estimations have already taken 
into consideration the expansion of existing university faculties and the addition 
of graduates who will be granted Ph.D.’s by newly established or to-be-established 
Ph.D. programs at Carleton, Windsor and York Universities, and at the Ontario 
Institute for Studies in Education (OISE). 


Another factor which also has to be considered in estimating manpower 
supply is that an allowance must be made for “brain drain”, especially to the 
U.S. According to the survey by M. H. Appley and Jean Rickwood, an estimated 
total of approximately 160 U.S. citizens are now working as psychologists in 
Canada, while about 240 Canadians are employed in the U.S. The survey 
concludes that more Canadians are “lost” to the U.S. than Americans are 
“gained” by Canada. 


Meanwhile, on the demand side of the manpower situation, one hears of 
critical shortages from every applied setting in the province. A survey conducted 
by Raymond Berry of the Department of Health shows sixty-five listed vacancies 
for psychologists in existing services in institutions operated by the Department 
of Health.12 That is to say, there are sixty-five unfilled positions; these do not 
include the additional positions that would be created by any expansion of services 
or by an improvement in staff-patient ratios, both of which are needed. This 
means that if more psychologists were available, more positions would be covered 
in the budget to satisfy staff requirements. In the Brief to the Committee on the 
Healing Arts submitted by the Ontario Psychological Association, the Ontario 
Board of Examiners and the Canadian Psychological Association, it was said 
that more than 100 qualified clinical psychologists are needed to meet minimum — 
requirements for staff in health agencies in operation or in process of development; 
and a similar number are needed in school systems. 


10Report of the Committee on Professional Affairs, Manpower Needs in Psychological 
Services in Ontario, 1965-1970, OPA Quarterly, Vol. XVIII, No. 2, Summer 1965. 

11M. H. Appley and J. Rickwood, Canada’s Psychologists, York University, prepared for 
the Scientific Secretariat (Privy Council) of Canada, in behalf of the Committee on 
Research Financing of the Canadian Psychological Association, 1967. 

12Survey by R. G. Berry, Advisor in Psychology, Professional Services Branch, Mental! 
Health Division, Ontario Department of Health, 1967-1968. 
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Larger numbers are required if overall community demands for clinical 
services are to be met, not to mention demands from such quarters as industry, 


counselling and the Armed Forces. 


In the light of the estimates of the Ontario Psychological Association Com- 


_ mittee on Professional Affairs, existing training programs at best will provide 


for one-half of the estimated need. 


Various solutions to this manpower problem have been proposed. These 
include better use of existing Ph.D. personnel; a wider use and recognition of 
those with M.A. and B.A. training in psychology; an increase in the availability 
of training facilities and staff; and an increase in financial support, in the form 
of grants, to attract well-qualified students to psychology programs. 


The problem of expanding training facilities both in universities and practicum 
settings in teaching hospitals and clinics is crucial; for without expansion here, 
Ontario will never be able to supply its own needs for clinical psychologists. At 
the same time, there must be assurances that there will be enough students to 
fill these expanded facilities. In 1967 a survey was conducted to determine 
whether training programs in Ontario were operating at capacity.!8 The survey 
included nine departments of psychology in Ontario universities which provide 
graduate training, located at Carleton, McMaster, Ottawa, Queen’s, Toronto, 
Western Ontario, Windsor, and York Universities, and at the Ontario Institute 

for Studies in Education. These schools had a total of 1,421 completed applications 
to their graduate programs, of which only 347 people were taken into graduate 


training: 103 at the Ph.D. level, and 244 at the M.A. level. Although the 1,421 


figure undoubtedly contains both duplicated applications (and it is impossible to 


know how many duplications there were) and applications from unqualified 


Students, the number of qualified applications probably greatly exceeded the 


number of applications accepted. An increase in the availability of facilities and 


Staff almost certainly would increase the number of students in training in 
universities in Ontario. We note, however, that this finding does not reduce the 


need for encouraging and attracting more well-qualified students into the field 


_by improving the quality of existing programs. 


Another source of manpower supply is the recruitment of psychologists trained 
outside Ontario. The obvious first choice for recruitment is the United States. 


At once the problem of salary arises. University departments usually can offer a 
maximum of $13,000-$15,000. Clinics and hospitals are unlikely to be able to 


offer much more; and even if they could, they would not be competitive with 
similar American institutions in terms of both salary and working conditions. 
American clinical psychologists who have come to Canada to take up university 
_appointments have suggested that Ontario could compete in the market for 


‘137 bid. 
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American clinical psychologists by offering cross-appointments to psychology 
departments in clinics or hospitals, and to psychology departments in universities. 
Such appointments would be attractive, in terms of the work opportunities offered, 
to clinical psychologists of high calibre who want to be able to combine clinical 
work, teaching and research but who find some difficulty in doing so in the U.S. 
It is psychologists with these capabilities and interests that Ontario now most needs. 


In addition to the need for Ph.D. psychologists, there is a need for more 
M.A. psychologists to undertake routine diagnostic work in psychological services 
and to contribute generally to the planning of treatment programs. 


The M.A.Sc. program at the University of Waterloo, said to be the first of its 
kind in Canada, is a very recent experiment in training such psychologists. The 
course started in 1966 with a class of fourteen students. It is a terminal Master’s 
course, requiring two years after an honours B.A. degree. The program consists 
of two terms of field work and three terms of academic work. Each term is of 
four months’ duration, the academic alternating with the practicum. Courses are 
offered in personnel and industrial psychology, educational psychology, and 
counselling and rehabilitation, with an emphasis on testing theories and on practical 
work. The M.A.Sc. is a service rather than a research degree. 


The agencies where the students do their field work are first contacted by the 
Coordination Department of the University. The students then interview each of 
the agencies that would be suitable for their field of specialization and rank them 
according to their own choice. The agencies also rank the students interviewed. 
These choices are then matched, and top priority is given to the resulting 
preference shown. The student is supposed to receive close supervision during his 
internship, but the amount of supervision received depends on the agency. The 
details of the internship program also are not explicitly outlined and the experience 
which the trainee gets depends very much on the situation in the agency. One 
of the practicum settings for students in this course is the Neuropsychiatric Clinic 
operated by the Department of Reform Institutions at Guelph. The Director of 
Psychology was extremely satisfied with the training of students he was receiving 
and with the contributions that they could make, when trained, to his service. 
At the Neuropsychiatric Clinic, essentially a diagnostic centre for inmates of 
Ontario’s reform institutions, the limitation of the M.A.Sc. to diagnostic work is 
an asset rather than a liability, since it is experienced diagnosticians that are 
needed. Treatment is provided elsewhere (if at all). 


Students in this program expect that they will have an advantage over those 
who graduate from the M.A. course, since they have a stronger applied back- 
ground and should not have to spend so much time in on-the-job training when 
they are employed in service settings. The class which enrolled in 1967 has 
twenty students, and the department intends to expand the course to a size of 
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forty-five to sixty. There is one problem, however, which has to be solved: the 
Status which is to be accorded to graduates of this and similar programs in terms 
of registration and legal recognition. 


The strategy behind this program for solving part of the manpower problem 
contains four elements: 1) identify a specific set of social and individual needs; 
2) identify a corresponding specific set of services that can be performed on the 
basis of M.A. level preparation; 3) split these services off from the total range of 
expertise of the Ph.D. psychologist and form them into a limited set of skills (in 
this case largely diagnostic); 4) design a training program with a strong practical 
orientation to train persons in the expertise in question. Since there is a need for 
psychometrists, the program works well. 


There is an obvious need for the application of a somewhat similar strategy 
for Ph.D. psychologists who will be eligible for registration. 


Suggested Improvements in Postgraduate Programs 


In May 1965, a conference was organized by the Canadian Psychological Associa- 


_ tion Committee on Professional Problems to define professional psychology and to 


clarify the objectives of professional training. Four training models were presented 
during the conference. These models, which represent the major alternatives for 
graduate training in professional psychology in Canada today, can be summarized 
as follows: 

1) A professional and an academic degree offered in the same depart- 
ment of psychology.'4 According to this proposal, there will be two 
distinct types of doctorate offered by the same department. Training 
at the undergraduate level is common to all candidates; at the 
graduate level, there will be two different courses, with certain 
common elements, especially during the first year. One is the 
academic course for research and teaching, and the other is the 
professional course with areas of specialization (clinical, industrial, 
educational and others). Both will be four-year courses leading to 
a Ph.D. degree. The professional course will include a year of 
internship at the third or fourth year of the course. 

2) One doctoral program leading to the Ph.D. in a department of 
psychology. This proposal provides for one undifferentiated gradu- 
ate program in psychology. A person who has had a general liberal 
arts education of three years would take three more years to work 
for his Ph.D. in research, but this training would not be intended 
to prepare him for his life work. The psychologist would have to 


- MThe Couchiching Conference on Professional Psychology, Position Paper I by R. P. 


Adrien Pinard, op. cit. 


The Couchiching Conference on Professional Psychology, Position Paper II by C. Roger 


Myers, op. cit. 
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take another three years of postdoctoral specialized professional 
training, depending on his choice of a career in research and 
teaching or in clinical, educational or industrial psychology. 

3) Graduate professional training in psychology in a department other 
than psychology.'® This proposal is favoured by many people, 
because a separated department in the Faculty of Graduate Studies 
would have much more freedom in matters of staff appointments, 
curricula and standards. A graduate of such a program should be 
awarded a degree other than a Ph.D. — for example, a Doctor in 
Applied Psychology or some equivalent doctoral title. 

4) An updating of the presently approved American psychological 
program to produce scientist-professionals.\" This model, endorsed 
since the Boulder Conference of 1949, is still accepted by most 
universities. It envisages the psychologist as one who will be 
prepared to do research even though his primary function is that 
of service; one who will be able to contribute through research 
and scholarship to the development of the techniques and methods 
of the profession; one who can choose sound procedures and reject 
worthless ones, because he can react critically to the evidence 
behind new theories and methods. Unfortunately, relatively few 
graduates have been produced who approach the objectives of this 
model. When the graduate goes out into the service setting, he 
finds that he is ill-equipped to deal with the situations presented, 
because his training has been too academically oriented. As a 
result, a large number of graduates give up their clinical work in 
disappointment to return to a teaching position in universities. 


Of the four proposals only one — the third, or graduate professional training 
in psychology in a department other than psychology — will resolve the dilemma 
in which clinical psychologists find themselves. As already indicated, Harvard 
University has such a development under consideration. It is an approach that 
is strongly favoured by some leading American clinical psychologists. Since such 
a program would have advantages for professions other than psychology, a 
consideration of a detailed proposal will be left for the final chapter of this 
section. The initiation of such a program in a major Ontario university could be 


the most important single step towards the resolution of the manpower problem | 


in mental health. 


Training Standards and Accreditation 
It generally is acknowledged by clinical psychologists that postgraduate training 


16The Couchiching Conference on Professional Psychology, Position Paper III by P. Lyner 
Newbigging, op. cit. 

11The Couchiching Conference on Professional Psychology, Position Paper IV by Virginia I. 
Douglas, op. cit. 
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programs need reinforcement and expansion (Tables 10.17, 10.18, and 10.19). 


Field interviews confirmed the questionnaire evaluations and supplied a set of 
specific criticisms. 


Admission 


In screening candidates for applied courses, too much emphasis is placed on a 
certain kind of academic achievement and interest. Consequently, the wrong kind 
of students sometimes are selected, students who may not have the personal 
qualities essential to the making of a good practitioner. These qualities include 


perception, empathy, psychological insight, realism and practical ability. This 


Opinion, cited frequently in field interviews, was repeated in comments in the 
questionnaires, All those who were not satisfied with the present entrance require- 
ments recommended that there should be better screening of candidates to 
psychology programs, so that only students with suitable personality traits 
would be admitted. 


Orientation of Curriculum 


The present programs have a heavy academic bias and are inadequate in 


| 


| 
\ 
} 
] 


applied psychology. The graduate has had little training and experience in 
_ dealing with people and handling actual situations. He is unable to recognize 
_ symptoms in behaviour disorders when he graduates and becomes dependent on 
_ in-service training programs for developing his professional clinical capabilities 


for treating patients. 


| Overemphasis of Research Skills 


Ph.D. programs in psychology tend to be dominated by highly sophisticated 


_ research methods which students must master. These methods are essential for 


advanced research and are useful for the experimental psychologist, but they are 


_ Not basic to the training needs of clinical psychologists. 


_ Absence of Human Element 


_ Students should be trained to be more aware of people and their problems. At 
the same time their training should lead to an increasing awareness of their 
_ own psychodynamics. 


Lack of Contact with Other Professionals 


The students are not given any knowledge of the work of other professions 
with whom they are going to work when they go into practice. This ignorance 


frequently results in unsuccessful communication and collaboration with. social 


_workers, psychiatrists and medical practitioners in future work settings. Psycholo- 


gists do not have any idea what a multidiscipline team is like and therefore 


experience difficulty in defining their own role in the team. 
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Inadequate Internship Programs 


There is a lack of adequate internship programs. Many training courses do not 
include an internship program at all, and those that do are mainly of the on-the- 
job-experience type without structure and consistency. The student receives little 
supervision and the tie between the placement agency and the university is 
usually a very loose one. 


These are serious criticisms. As we have seen, they are the cause of a con- 
siderable and highly undesirable lack of confidence in the training of clinical 
psychologists among psychiatrists (Table 4.15). If psychology is to secure the 
full cooperation of psychiatry, then it must secure its confidence. 


It will be of great benefit to clinical psychologists in the improvement of 
the standard and status of their profession if the Canadian Psychological Associa- 
tion were established as an accrediting body for graduate programs in clinical 
psychology in Canada with reciprocity with the American Psychological Associa- 
tion. Because clinical psychology in Canada is still not as advanced as it is in 
the U.S., nor as advanced as experimental psychology in Canada, the Canadian 
Psychological Association has done little to date to establish machinery for this 
purpose. As a result Queen’s and Waterloo have applied directly for accreditation 
to the American Psychological Association. This represents an important step 
towards continental integration at the professional level, following upon progres- 
Sive integration at the economic level. This integration already exists in social 
work training. 


The Ontario Psychological Association has appointed a Board of Education 
and Training for the purpose of establishing standards for applied training, advising 
on the establishment of applied programs, assisting fund-granting bodies in 
identifying appropriate programs, and preparing guidelines for evaluating and 
accrediting graduate programs in applied fields of psychology. The results of the 
Board have been published in a report,!8 outlining the machinery involved, the 
procedures for accreditation of programs, and the standards for training programs 
in applied psychology. The latter include standards for general program 
characteristics; selection and retention of students; content of undergraduate 
instruction; content of graduate instruction; practicum training; staff; facilities; 
and overall atmosphere. 


Steps have been taken to have these accreditation procedures adopted and 
implemented by the Board of Education and Training under the auspices of the 
OPA Board of Directors. 


It is not known how many university departments of psychology have applied 


180PA Training Board, Report to the Board of Directors on Standards for Training 
Programmes in Psychology, OPA Quarterly, Vol. XX, No. 1, 1967. 
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for accreditation, but field interviews indicate that not much attention has been 
paid to this accrediting body. In contrast, great importance is attached to recogni- 
tion by the American Psychological Association. It would appear, then, that the 
best course of action is one in which the Canadian Psychological Association 
establishes an accrediting board to guarantee a national standard and, through 
cooperation with the American Psychological Association, to ensure that the 
Canadian standard is at least as good as the American. 


The American Psychological Association establishes a number of criteria 
concerning curriculum and training standards which any Ph.D. program must 
meet in order to be accredited. Among these are the following: the department 
must have already graduated some Ph.D.’s as a guarantee that the program is 
well established; and the university department of clinical psychology must have a 
satisfactory relationship with a suitable mental health institution that provides 
practicum training. A satisfactory relationship is one in which the clinical 
psychologists in the practicum setting are not themselves members of the university 
department, so that they can appraise the trainees quite independntly of depart- 
mental loyalties or interests. And a suitable practicum setting is one in which 
such experienced clinical psychologists are situated and in which trainees can 
receive the requisite practicum experience under their supervision or the super- 
vision of an equally qualified psychiatrist. In Ontario, this is a relatively difficult 
requirement to meet. At present the University of Waterloo has available to it 
only three institutions that can qualify as practicum settings: the Training School 
at Galt (Department of Reform Institutions), Lakeshore Psychiatric Hospital, 
and the Ontario Hospital at Hamilton. 


The practicum consists of three units: intelligence testing, personality testing, 
and psychotherapy. These units are taken in sequence over a three-year period. 
The third unit is of major interest to this report and deserves particular attention. 
Candidates are trained in psychotherapy in a staged program which involves an 
introduction to psychotherapy via audio and visual tapes, group sensitivity sessions, 
and the treatment of patients under supervision. 


The American Psychological Association requirements have the obvious 
advantage that they demand the kind of practical orientation to clinical work and 


_ supervised clinical experience, both in diagnosis and treatment, that most clinical 
| psychologists have singled out as the major weaknesses in their training. It will 
_ take time, effort and financial support if these demands are to be met for the 
| Nascent university programs in Ontario, because there is a serious shortage of 
highly trained senior clinical psychologists who qualify as practicum supervisors 


in Ontario’s mental health services. There is evidence, moreover, of some reluctance 


_ on the part of government to give the support needed. 


It has already been pointed out how objectionable to senior psychologists are 


_ the hiring policies of the Department of Health. These policies, if continued, will 
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maintain the currently unsatisfactory situation. One might argue in extenuation 
that properly trained clinical psychologists have not been available. But there is 
also evidence that requests for the financing of the expansion of established 
programs — such as the one at Queen’s, which would add to the supply of well- 
trained Ph.D.’s in clinical psychology — have been rejected by government. York 
University’s program also has encountered difficulties in securing long-term 
financing for expansion. Such financing is essential. Ontario needs to be able to 
import from the U.S. senior clinical psychologists with established reputations in 
order to make any kind of adequate progress over the next decade, and in order 
to do this money is needed to create attractive clinical and academic appointments 
on a long-term basis. It is essential that vigorous steps be taken to strengthen 
psychology in hospital and clinical services, so that high quality practicum settings 
are available. Otherwise, the important efforts of some university departments to 
create programs worthy of accreditation will be frustrated. 


In achieving this objective, a second difficulty must be considered on the 
side of the universities. In Ontario universities are financed according to a formula 
established by the Department of University Affairs in consultation with them. 
The use of these funds is determined by the universities themselves. Thus at any 
given university the Department of Psychology will receive from the general 
university budget a certain amount for faculty expansion. But if the department 
is dominated by experimental psychologists, no appointments in clinical psychology 
will be made. Nothing can be done through formula financing to alter this 
situation that would not adversely affect the autonomy of the university and its 
departments. The Department of University Affairs, however, is in a position to 
finance new programs outside, above and beyond the allocation of formula funds. 
This developmental financing can be targeted for the establishment and expansion 
of clinical psychology training programs without interfering with general university 
administrative autonomy. 


Two further aspects of the problem require comment. The criteria for the 
willingness of a psychology department to embark on a significant development 
in clinical psychology are its willingness to appoint brilliant, seasoned clinicians 
irrespective of their research publication to senior departmental positions, and its 
willingness to accept the clinical expertise of doctoral candidates acquired through 
practicum training as a valid substitute for research competence acquired through 
thesis research. Universities that do not satisfy these criteria will be able to 
contribute substantially to the growth of clinical psychology only through the 
establishment of independent interdepartmental and interfaculty programs. It is 
likely that some universities will be able to move forward only by means of the 
interfaculty program. This fact should not be considered disadvantageous. On the 
contrary, one of the criticisms of the current programs can be met by an inter- 
faculty program — namely, the failure to provide shared training experience and 
close contact with the professions with whom psychologists must work in mental 
health services. 
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At present the university departments, and therefore the Canadian Psycho- 
logical Association, are dominated by experimental psychologists. In order to 
provide the proper professional environment for the growth of clinical psychology, 
it may be necessary for a division of the Canadian Psychological Association, to 
which clinical psychologists would belong, to have responsibility for the work of 
the accrediting board through the exercise of responsibility for appointments to it. 


Practice of Psychotherapy 


If the policy for accrediting postgraduate training programs in clinical psychology 
is adopted, then clinical psychologists must be given the right to become trained 
psychotherapists, since common standards with the American Psychological 
Association would require it. The issue has already been considered in Chapter 4, 
but it is so important that it deserves reiteration here from the point of view 
of psychology. 


The definition of psychotherapy adopted by the Canadian Psychiatric Associa- 
tion Board of Directors in 1964 is that 
Psychotherapy is a medical act by which a physician through sessions of 
verbal or other communication explores and attempts to influence the 


behaviour of a psychiatrically disordered patient with the objective of 
reducing his disability.19 


Calling psychotherapy a “medical act” excludes any profession other than 


_ medicine from qualification to provide it. Those who are in favour of this restric- 


tion believe that unsupervised psychotherapy by clinical psychologists is a potential 
danger to the patient. They think that the mentally disturbed patient, with a host 
of psychic and somatic symptoms, is as medically ill as a patient suffering from 
an organic disease. Any therapist who undertakes to treat him is practising 
medicine without training or licence. They point out also that the psychologist 
cannot take advantage of drugs as a therapeutic aid. A psychologist can, of course, 
make referrals to a physician. But this procedure (it is said) places the doctor in 
question in the position of prescribing for a patient whose psychodynamics are 
unfamiliar to him. Moreover, the treatment of the patient is fragmented. Even 
so, they doubt that the psychologist is qualified to know when medication and 
hospitalization are required by a patient, since he is not trained to recognize 
disease symptoms. Other forms of treatment (such as electroconvulsive therapy) 


also are not available to the psychologist. A psychologist could be trained to do 


_ psychotherapy under medical supervision, but he must be prevented from leaving 
_ the treatment team and going into private practice. 


Other psychiatrists disagree with this position. It is reported that 39 per cent 
of the members of the Canadian Psychiatric Association opposed the adoption 


19Principles underlying Interdisciplinary Relations Between the Professions of Psychiatry and 
Psychology. A position statement by the Council of the American Psychiatric Association, 
February 1964. 
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of the definition of psychotherapy cited above, because they believe that colleagues 
in psychology have had special training in psychotherapy and should, therefore, 
be recognized practitioners of it. The term “psychotherapy” is included in most 
job descriptions of psychologists, including psychologists employed by the Ontario 
Department of Health and the Department of Reform Institutions. In order to 
find out whether psychiatrists by virtue of their training are better qualified to 
do psychotherapy, one psychiatrist made a list of all the courses of his premedical 
and medical education for the purpose of assessing their relevance to his func- 
tioning as a psychotherapist. He concluded that psychiatrists do not have any 
significant advantage over clinical psychologists, social workers and non-medical 
psychoanalysts in giving therapy.2° He said that virtually all his internship and 
medical school experience, with the single exception of the specifically psychiatric 
courses and clerkship, was irrelevant. Premedical courses also were grossly 
irrelevant, with the exception of courses in English and philosophy. He pointed 
out that very few psychiatrists perform physical examinations except on hospitalized 
patients, and then only in compliance with hospital rules. As for the prescription 
of drugs, this is usually limited to psychiatrists in hospital situations. Moreover, 
“all the factual material relevant for the effective and practical use of the psycho- 
active drugs could be learned in two weeks by the average intelligent student in 
the mental health field”. Most psychologists would agree with this and with his 
definition of the mental health field: 


That area of human endeavour devoted to helping persons with emotional 
or psychological problems; it is . . . . the field of man’s anxieties, 
depressions, irrational doubts and fears, irresponsibilities, disturbed social 
relations, maladaptive behaviour, disturbed thinking —the field of the 
psychic problems of man as man, a social, symbolizing being, not as a 
biological machine.?! 


He concludes that for the mental health profession, psychology (or more 
generally, “behavioural science”) is the basic academic discipline, plus some 
knowledge of sociology, human biology, and a broad humanistic education and 
training in scientific methods. Workers in the mental health field should be trained 
in a school of mental health, studying the existing curriculum in clinical psychology 
(in the U.S.) and including appropriate additions from other fields (medicine, 
sociology, social work). 


Thus a major issue inherent in the accreditation of Ontario’s university depart- 
ments of clinical psychology is the question as to whether or not psychotherapy — 
is properly described as a medical act to be performed only by physicians. The 
American Psychological Association clearly will not acept this assumption, nor 
will it accredit any school that premises its training of clinical psychologists on it. 


Clinical psychologists in the U.S. have worked out two principal lines of 


20Allen S. Mariner, “A Critical Look at Professional Education In the Mental Health Field”, 
American Psychologist, Vol. 22, 1967, pp. 271-281. 
21 bid. 
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| defence for their right to practise and teach psychotherapy. The first line of 
defence, as already indicated, is the American Psychological Association. This 
Association accredits hospitals and clinics as teaching institutions for internes in 
clinical psychology for the Ph.D. It requires of any clinic or hospital, before it 
may be accredited, that it provide at least two of three basic training components 
for its Ph.D. internes: these are diagnosis, therapy and research. It is mandatory, 
however, that the training policy of any such clinic or hospital accept in principle 
the training of clinical psychologists in psychotherapy and the teaching of psycho- 
therapy by clinical psychologists. A clinic may not, in fact, be equipped to provide 
such training and is acceptable as long as its training policy does not exclude it. 


| The second line of defence is the university departments themselves. No 
‘university department will permit a Ph.D. candidate to take any part of his 
internship in any institution that rejects the teaching of psychotherapy by clinical 
psychologists to candidates in clinical psychology. For example, New York City’s 
Mount Sinai Hospital adopts the policy that clinical psychologists should not 
dispense psychotherapy, nor should they teach it. Consequently, Columbia 
University, which has an excellent graduate program in clinical psychology, will 
‘not permit any Ph.D. candidates in clinical psychology to do any of their internship 
in the hospital. 


___ A third potential line of defence for the right of clinical psychologists to 
practise psychotherapy is state certification and licensing laws. The State of New 
York has such a law, although its interpretation is still the subject of dispute. 
The New York State Psychological Association, which favours the licensing of 
psychologists, takes the view that the existing law does license clinical psychologists 
in private practice to do psychotherapy. 


In conclusion, there appears to be no sound reason why a clinical psychologist 
properly trained in psychodynamics should not practise psychodiagnosis and 
psychotherapy in a public service or private practice, subject only to the limitation 
prescribed by psychoanalysis for psychoanalysts without medical training: that 
they treat patients only on referral from physicians. The majority opinion of 
psychologists on this question (Table 10.22) should be accepted. 


Registration and Licensing 


Professional psychology is governed at the present time by the Psychologists 
Registration Act, 1960. The Act has some general and specific inadequacies, 
which have come under criticism by psychologists officially through the Brief of 
‘he Ontario Psychological Association to the Committee on the Healing Arts, 
and unofficially through field interviews for this report. 

The main objections are to Sections 11 and 12. These objections may be 
isted as follows: 
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1) 


2) 


3) 


The Act was designed primarily to protect members of the public 
from incompetent persons and charlatans. It does not serve this 
purpose adequately, since Section 11 places the restriction only on 
an unregistered person who: 

By any title, designation or description incorporating the words “psycho- 
logical” “psychologist” or “psychology” and under such title, designation 
or description offers to render or renders services of any kind to one 
or more persons for a fee or other remuneration. 

An unregistered person could, therefore, give any of the services 
a registered psychologist gives as long as he does not use the words 
“psychological”, “psychologist” and “psychology”. He could adver- 
tise himself as a marriage counsellor, as a specialist in human 
relations and family counselling, as a consultant in personal and 
social problems, as a public relations counsellor, as a psycho- 
somologist or even, as things now stand, as a psychoanalyst. 


Included by the psychologists among those who are unqualified to 
provide psychological services are the medical personnel who are 
specifically exempted from the restriction of the Act. Section 11 
states that 

This section does not apply to a duly qualified medical practitioner... . 
Psychologists are justly bitter about this arbitrary exclusion of 
doctors from the requirement of being trained. They say that this 
provision is as ridiculous as exempting psychologists from the 
Medical Act. They emphasize that medical practitioners do not 
have any training at all in the use of behaviour modification 
techniques and procedures for the assessment of individual mental 
functioning. While the medical profession attacks the psychologists 
for their lack of medical training, psychologists counter by taking 
the position that physicians have little or no knowledge of 
maladaptive behaviour or its diagnosis and treatment, and should 
not be allowed to work in this area without collaboration with 
psychologists. Therefore psychologists are of the opinion that this 
section of the Act should be repealed. 


The third objection is to Section 12 of the Act which states that: 


No person who holds a certificate of registration shall treat any 
person for any type of mental disorder for a fee or- other remuneration 
except on the request of or in association with a duly qualified medical 
practitioner. 


As the OPA’s Submission to the Committee points out, this section 
places a vague restriction on the work of registered psychologists, 
a restriction which applies to no one else. Like Section 11, it fails 
in its purpose of protecting the public from unregistered persons. 


The rationale for the regulation is the need to avoid the danger 
to a patient of an undiagnosed physical illness concomitant with, 
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contributing to, or the single cause of psychological symptoms. 

But the clause is discriminatory and inconsistent when seen in 

relation to Section 11. For there is an Opposite and equal danger 

that psychopathology will go undetected and untreated, if physicians 

with no training in psychiatry and psychology are allowed to 

: treat psychiatric cases without consultation with a psychiatrist 
or a psychologist. 


_ The removal of this inconsistency requires an unequivocal affirmation of the 
principle that professional competence should depend on expertise, and expertise 
depends on training. This principle requires that clinical psychologists should 
work in association with physicians, and that physicians, without psychiatric, 
psychoanalytic, or psychological training, should work in association with clinical 
psychologists, psychiatrists or psychoanalysts in the diagnosis and treatment of 
psychological disorders. Legal responsibility should be based on professional 
expertise: doctors being vested with responsibility for medical contributions ; clinical 
psychologists, psychiatrists and psychoanalysts being vested with responsibility 
for psychological, psychiatric and psychoanalytic contributions. 


Psychologists already are committed by their code of ethics to the principle 
of collaboration with physicians.22 Consequently, there should be no basic objection 
to the legal requirement of collaboration, as long as it is reciprocal, But no one 
should be so naive as to think that psychologists will not continue to experience 
difficulties in their collaboration with doctors, even after the defects in their 
training programs are removed. 


_ It would appear reasonable to adopt the recommendations of the Ontario 
Psychology Association, Ontario Board of Examiners in Psychology, and the 
Canadian Psychological Association to amend the Registration Act as follows: 


1) The statement “this section does not apply to a duly qualified 
medical practitioner” should be removed from Section 11, sub- 
section (3). 


2) Section 12 should be removed in its entirety. 


The simple removal of Section 12 is surely not sufficient, however. There is a 
teal problem that must be solved: mobilization of the best possible legal guarantees 
for the safety of patients. The problem for psychology has been that the medical 
orofession has used its legal position to block efforts of psychologists to establish 
orivate practices. The same problem would continue, other things remaining equal, 
f referral from a doctor were made legally mandatory. But other things would 
lot remain equal, if a licence to practise psychodiagnosis and psychotherapy were 
made available only to those professions trained to perform them — clinical 
dsychologists, psychiatrists, psychoanalysts and psychiatric social workers. Not 


OPA Ethical Standards of Psychologists, Principle 2(b). 
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all clinical psychologists, psychiatric social workers and psychiatrists could qualify, — 
but only those who had undertaken the requisite training. Doctors, per se, would 
not be eligible for licensing, any more than psychologists or social workers, per se. 
In the context of such a system doctors who suspected the presence of a psycho- 
logical disorder in a patient would be required to refer the patient to a licensed 
practitioner for further diagnosis and possible treatment. 


A majority of the psychologists surveyed supported the idea of licensing 
psychological services (Table 10.21), although a somewhat smaller majority than 
those in favour of legal control of services through registration. The principal 
advantage of licensing is that it could differentiate among services of various 
types in ways that registration does not. Registration, as pointed out above, is 
too general. For example, a university research psychologist is entitled to be 
registered. But he may be totally unequipped to provide mental health services. 
Hence, if clinical psychologists are to be entitled legally to perform psychotherapy, 
a system of licensure must discriminate among those who are properly trained 
and competent to do so and those who are not. Appropriate examining and 
licensing bodies should be established to this end. It may be that distinct licences 
should be established for educational, general clinical, rehabilitation and psycho- 
dynamic psychology, as well as any other specialties that are sufficiently sut generis 
to warrant it. 


If examining and licensing were established for the purpose of licensing 
psychologists, it should function quite independently of university psychology. 
University psychology is now so heavily research-oriented that Ph.D. examinations 
do not examine the capabilities of individuals to perform clinical services such 
as diagnosis and treatment. Ph.D. psychologists with a research-oriented degree 
would have to undertake a clinical internship and additional theoretical training 
in order to become equipped to do clinical work. Thus it would appear desirable 
to have an examining body separate from the universities which could establish 
training and internship prerequisites for any candidate for licensure in a branch 
of applied psychology, and which could conduct examinations when these pre- 
requisites had been fulfilled. 


Insurance of Psychological Services 


Inclusion of the diagnostic and treatment services of psychologists in medical 
insurance plans would be the most simple and direct method of rapidly increasing 
the number of practising psychologists in Ontario. However, the issues involved 
are not simple. 


OMSIP is a medical insurance scheme. It insures the services of physicians 
and of some medical technicians, such as x-ray technicians working under the 
supervision of physicians. For reasons that have already been presented and 
discussed, psychologists object to working under the supervision and control of 
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doctors. But if that problem could be solved, there would appear to be no 
_ objection in principle to insuring certain services by clinical psychologists. 


There are two services which, when dispensed by a properly trained clinical 
psychologist and a properly trained psychiatrist, are identical in nature. These are 
| psychodiagnosis and psychotherapy. If these services are insured under any 
insurance scheme, then it is the service and not a profession (in this case 
medicine) that ought to be insured. And when, according to a set of reliable 
criteria, an individual is trained to perform that service, the recipient of the 
service should be entitled to benefits whether his therapist be a physician, a 


) 
| 


psychologist, a psychiatric social worker or a non-medical psychoanalyst. 


| There is an important matter of principle inherent in this question, which 
finds its current focus in the question of the insurability of psychodiagnosis and 
"psychotherapy by psychologists. This matter may arise many times in the future 
_as scientific and technological advances generate new professional groups with an 
/expertise that overlaps with some part of medicine. The question is, does a pre- 
paid medical insurance plan insure services, per se, which for the most part only 
doctors are qualified to perform competently and safely; or does it insure the 
iservices (some or all) of a profession, such as the profession of medicine? 


As far as psychologists’ services (psychodiagnosis and psychotherapy) are 
‘concerned, this report takes the view that subject to two specific conditions 
these services should be insured. 
| First, anyone entitled to insurability of services must be properly and fully 
,trained to perform them. Further, the patient must have been examined by a 
qualified medical practitioner to eliminate the danger of an organic disorder or 
physical disease as a concomitant or determinant of the psychological disorder; 
and this examiner must be prepared to cooperate with the psychologist’s treatment 
to the extent of undertaking such further physical examinations as may be 
mecessary. The psychologist, however, would have to be totally responsible for 
psychodiagnosis and psychotherapy. 


Proper training is, after all, the essence of the matter, along with proper 
safeguards against the danger of overlooking or not treating a patient’s physical 
health problems. At present general practitioners who for the most part have no 
adequate training in either psychodiagnosis or psychotherapy (see the above 
discussion based on Clute’s work) may perform these services on an insured 
basis. The adoption of the first criterion, based on the principle that it is the 
service and not the profession that is insured, would lead to a change in this 
practice and require physicians who wanted to secure a psychodiagnosis and/or 
psychotherapy for his patients either to take specific training in order to perform 
these services himself, or to adopt the practice of referring these patients to a 
properly qualified professional. The restriction would have a salutary effect on 
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the medical profession, on the public, and on the relationship between the two; | 
for it would force a more realistic appraisal of competence in terms of scientific . 
rather than social criteria. Because a physician is trained to diagnose and treat a 
great range of human disorders and ailments, it does not follow that he is trained 
to diagnose and treat all human disorders. 


Patient Responsibility 


Psychologists are often diffident about using the work “patient”, preferring instead 
to use the term “client”. But underlying the semantic smoke screen, there is 


a real issue. 


Psychiatry claims that historically, ethically and legally, society and patients 
have always given the ultimate responsibility for patient care to the licensed 
medically trained physician. The basic position of the American Psychiatric 
Association relative to psychologists is in agreement with the Report adopted by 
the House of Delegates of the American Medical Association on June 16, 1960, 
which states that: 

It must be fully realized that physicians have the ultimate responsibility for 
patient care, and that they, and they alone, are trained to assume this 


responsibility. In the public interest, other scientists, when contributing to 
this patient care, must recognize and respect this ultimate responsibility.2° 


Psychologists are divided over the question of patient responsibility. While 
some agree with the medical position and say that it is necessary that they work 
in collaboration with the physician, others find it indefensible. Nevertheless, even 
those psychologists who take the former position are not willing to subjugate 
themselves completely to medicine. Their position can be summarized in the 
statement of the American Psychological Association published in “Psychology 
and Its Relations With Other Professions”, which endorses the independence of 
the profession and approves the practice of psychotherapy by psychologists 

. only if it meets conditions of genuine collaboration with physicians 
most qualified to deal with borderline problems which arise, e.g., differential 
diagnosis, intercurrent diseases, psychosomatic problems. Such collaboration 


is not necessarily indicated in remedial teaching or in vocational and 
educational counselling.?4 


The position reached in this report is that psychologists, when they are— 
properly trained, legitimately can assume and should assume responsibility for 
psychodiagnosis and psychotherapy. Paradoxically, the newest type of psycho- 
logical therapy — behaviour therapy — which has been invented by behavioural 
psychology does require, in certain applications, either unequivocal medical 
responsibility or responsibility equally shared by physician and psychologist. There 


23Principles underlying Interdisciplinary Relations Between the Professions of Psychiatry 
and Psychology, op. cit. 
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is a need for a careful study of behaviour therapy in its different forms by a 
group of qualified persons (psychologists and psychiatrists) for the purpose of 
formulating what medical safeguards are indicated. 


Special Diagnostic Functions of Clinical Psychologists 


Certain acts such as the Mental Incompetence Act are prejudicial to psychologists 
in the sense that, although psychologists with the appropriate clinical skills can 
conduct a scientific investigation to determine whether or not an individual is 
mentally competent, they are not identified as having such a capability in the Act, 
nor is a court entitled to utilize their services. Therefore, this Act, and any other 
like it, should be amended to permit the courts to require an allegedly mentally 


incompetent person to submit to examination by a psychologist. 


On the other hand, the Ontario Psychological Association has recommended 
that 
| . . it become mandatory to obtain the opinion of a psychologist concerning 


the admission of children to institutions or services for treatment or care 
of disorders of an emotional or intellectual nature. 


Although psychologists should be eligible to provide an opinion concerning the 
admission of children to institutions, there are other professionals (such as 
psychiatrists) who are competent on their own to perform this function. It would 
appear best to have a system in which either or both of psychology and psychiatry 
may serve this function without making one or the other mandatory. 


Conclusion 

To a very real extent the Ontario Department of Health is responsible for the 
current shortage of high quality clinical psychologists, and what is even worse 
the underdeveloped state of training programs. The U.S. Veterans Administration 
is a government agency that has established a program for the training of expert 
clinical psychologists. The benefits to the agency’s therapeutic services that derive 
from its support of the training program are very substantial, as we shall see. 


_ The student enters the four-year program at the end of his first year in 
graduate school. He is rotated through a neuropsychiatric hospital; a general 
hospital which includes neuropsychiatric, medical and surgical patients; and a 
mental hygiene clinic. In addition, he may spend a portion of his training time 
in one of the specialty programs such as a domiciliary, day treatment centre, 
‘estoration centre or day hospital. While he usually receives his training in those 
mstallations nearest to his university, distant assignments are available to provide 
aim with specialized training in the field of his interest. 


_ The aim is to provide a broad training tailored to the educational needs of the 
student. Because the program is a joint endeavour between the Veterans Admini- 
‘tration and participating universities, training committees composed of university 
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and Veterans Administration psychologists are set up to review and evaluate each 
student’s training experience and progress. Also, advisory committees composed 
of the chairmen of the departments of psychology and Veterans Administration 
Central Office Psychology Staff meet to review overall program operations. 


Specific training programs are developed in each hospital and clinic in 
coordination with the universities, and are further supported by consultants from 
the universities who provide professional guidance and training assistance. In 
addition to his university courses, the student receives intensive training under 
supervision in psychodiagnosis, psychotherapy, behaviour therapy, vocational 
counselling and research. Within this framework he may specialize in a particular 
area, such as the diagnosis and localization of brain impairment, hypnotherapy, 
attitude therapy, depth psychotherapy, or the newer behaviour modification 
techniques based upon conditioning principles. Which of these specialized path- 
ways he follows is determined by his academic orientation, his personal interests, 
and the training opportunities provided by the particular hospital or clinic. The 
training within the hospitals and clinics is organized and provided primarily by 
staff psychologists. They may be assisted by psychiatric and medical staff along 
with consultants from universities and medical schools. 


Psychology trainees who complete the Veterans Administration training program 
simultaneously complete the academic requirements for their doctorate degree 
in psychology. At the time of writing there were 740 trainees in the program. 
Since it is not an indentured program, those who take all or part of their training 
with Veterans Administration hospitals and clinics have no legal obligation to work 
in the Department of Medicine and Surgery of the Veterans Administration. 
However, many elect to stay. In 1967, 71 per cent of the agency’s 800 doctoral 
level psychologists came from its own training program. The majority of the 
program’s graduates who leave the Veterans Administration teach in universities 
or work in other federal or community health facilities. Recently an increasing 
number have been observed taking positions in the new community mental health 
centres, many assuming administrative as well as professional positions. 


Within the Veterans Administration, psychologists perform diagnostic, thera- 
peutic, vocational counselling and training functions in addition to conducting 
research. In their day-to-day work they are fully responsible for their professional 
psychological work with patients. While devoting a major portion of their effort 
to the emotionally disturbed and mentally ill, they also work with medical, 
neurological and surgical patients to facilitate psychological adjustment and 
vocational rehabilitation. The requirements for employment as a beginning 
psychologist in the Department of Medicine and Surgery in the Veterans Admini- 
stration are a doctoral degree from an accredited university, plus two years of 
professional qualifying experience.?° 


25Personal communication, H. M. Engle, M.D., op. cit. 
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The beneficial influence of a stable, well-designed training tradition supported 
by adequate financing is clear. Well-trained psychological personnel are recruited 
into the services of the hospitals and clinics, and qualified staff are available for 
the new community mental health centres that are now being established through- 
out the U.S., under the joint auspices of federal and state authorities. 


It is not unreasonable to expect that our own Department of Health could 

_ profit from the example of the U.S. Veterans Administration. A program of this 

kind would be a vast improvement over present facilities for training qualified 
clinical psychologists to serve the Ontario public. 


Chapter 11 A New Mental Health Profession 


Through our discussion in the preceding chapters of the existing mental health 
professions, certain basic problems have emerged. There is a large unsatisfied 
need for mental health services in Ontario. Neither psychiatry nor medicine will 
be able to meet this need on its own. Social work is not evolving in a direction 
that would enable it to fill the gap. Psychology, while making great efforts to 
strengthen and expand its training programs, is still not graduating and probably 
never will graduate sufficient numbers of clinical psychologists. Psychoanalysis 
has taken root and is beginning to grow in Ontario; but while it is the core 
discipline in psychological medicine, its therapeutic resources are unnecessarily 
powerful and expensive for the treatment of many types of psychoneurotic dis- 
turbance. More expert psychotherapists are needed than can possibly be trained 
by the traditional professions. 


But this need in itself would not justify creating a new mental health profes- 
sion. In addition such a service would have to solve other problems — for 
example, those relating to training and to interprofessional cooperation. 


Training and Career Problems 


Psychiatric social workers are performing intensive psychotherapy without the 
benefits of appropriate advanced training, and usually on the basis of a somewhat 
haphazard in-service training program. Schools of social work cannot provide 
this training. The career path via medicine and psychiatry is altogether unrealistic 
and clinical psychology is only slightly less so. Psychoanalysis is a more realistic 
option, but it is more specialized and advanced than many of these individuals 
would want. What is needed is a postgraduate program in psychodynamic psycho- 
logy and psychotherapy devoted to an intensive practical training in psycho- 
diagnosis and psychotherapy. The same reasoning applies to advanced nursing 
personnel and to medical practitioners who have developed an interest in 
mental health. 


A special case is the university graduate in humanities and in the social and 
psychological sciences who wants a professional career in mental health but who, 
for a variety of legitimate reasons, does not find the career options presented by 
medicine, psychology or social work attractive. A new professional career oppor- 
tunity is needed for these young people. They could represent a positive addition 
to the corps of mental health professionals. 


254 


Proposal for a New Mental Health Profession 255 


Interprofessional Cooperation 


Despite the best efforts, best intentions and fine rhetoric of the traditional mental 
health disciplines, there is a chronic lack of effective cooperation and collabora- 
tion among them. It is only realistic to suppose that unless some new factor is 
introduced, this problem will remain largely unsolved. A new profession developed 
out of interdisciplinary training might effect better interprofessional cooperation. 
For example, professionals trained, in part, shoulder to shoulder with medical 
internes would be in a better position to enjoy the confidence and collaboration 
of doctors. The referral mechanism which has been acknowledged as a necessary 
safeguard for the introduction of non-medical mental health practitioners into 
hospitals or private practice will genuinely cease to be an undesirable barrier to 
non-medical professional work only when a high level of confidence, mutual 
understanding and cooperation has been established. If a new profession trained 
in an interdisciplinary program could achieve this end, this accomplishment alone 
would justify its existence. 


A model for such a profession has already been developed by L. S. Kubie, 
an eminent American psychiatrist and psychoanalyst. 


Proposal for a New Mental Health Profession 


Kubie proposes that the medical schools and the departments of behavioural 
science and the humanities should join forces to develop a new scientific and 
healing subdiscipline under a new title which he labels a Doctorate in Medical 
Psychology. Kubie has outlined and defended his proposal in a number. of 
different publications.! Only the salient general features are summarized here. | 


The establishment of such a training program for a new profession of psycho- 
therapists is seen by Kubie as a long-term solution which will begin to have 
real results in ten to fifteen years and will make a significant difference in twenty- 
five years. It is not envisaged as a crash program, short-term solution. In Kubie’s 
view, improved rather than diluted standards of practice are needed. Thus he 
envisages a training program for a cadre of teachers who will become responsible 
for training the new profession. This would take from five to ten years to accom- 
plish. Each member of the training faculty would become in this way a genuinely 
interdisciplinary mental health scientist, with clinical as well as theoretical and 
research expertise. The teachers in training would be drawn from the relevant 
medical, scientific and humanities departments. The teachers of the teachers 


1“A School of Psychological Medicine Within the Framework of a Medical School and 
University”, Journal of Medical Education, Vol. 39, No. 5, 1964, pp. 476-480; “The Pros 
and Cons of a New Profession: A Doctorate in Medical Psychology”, Texas Reports on 
Biology and Medicine, Vol. 12, No. 3, 1954, pp. 125-170; “The Overall Manpower Problem 
in Mental Health Personnel”, Journal of Neurosis and Mental Diseases, Vol. 144, No. 16, 
1967, pp. 466-470; “The Search for Maturity in Pre-Professional Education”, Clinical 
Research, Vol. VII, No. 2, 1959, pp. 177-183. 
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would be senior psychiatrists and psychoanalysts. ‘The advantage of this first step 
would be to provide a basis in shared knowledge and expertise among faculty — 
members for a closely integrated curriculum and training program. 


Students would be drawn from undergraduate courses in the behavioural 
sciences, schools of social work, and the humanities, and from medicine. Because 
the training would be sponsored jointly by medicine and departments of the 
faculty of arts and science and the school of social work, the students would be 
subject to the influence of the three major bodies of knowledge and practice that 
intersect in the work of the mental health practitioner. Kubie stresses the import- 
ance of having the clinical aspects of the training located in a medical school and 
teaching hospital. There are two basic reasons for this part of his proposal: 


Such daily contacts will gradually and automatically impart many of the 
traditions of scientific medicine, just as happens to the medical student: 
such as the sense of dedication to therapeutic goals; a deep and automatic 
respect for each human being’s right to privacy; and, finally, and perhaps 
most important of all, a tough-minded skepticism about naive, unjustified, 
and exaggerated therapeutic claims.” 


Also, by working side by side with medical students, the Doctor of Medical 
Psychology would become empathetic with the physician, and not his rival — 
that is, this training would solve the problem of professional cooperation. It is 
not clear that the first reason is of prime importance — attitudes of dedication to 
serving the needs of others, respect for the autonomy and privacy of others, and 
scientific skepticism are moral and intellectual virtues to which medicine has no 
special claim. But the second reason is surely of fundamental importance for the 
rational development of adequate mental health services. And as long as doctors 
are taught to believe that they enjoy the moral and intellectual virtues enumerated 
by Kubie to a degree unequalled by any other profession, then because of their 
essential role in health services generally and in mental health services specifically, 
a training program that earns their confidence and respect is to be preferred as 
most practical under the circumstances. 


Kubie has outlined his conception of the curriculum for the training of such 
a profession. 


The over-all curriculum would consist of the following components: 
A. Preprofessional (undergraduate) 

The basic physical and chemical sciences, comparative biology, experi- 
mental methodology; the behavioural sciences, including experimental, 
clinical, social, developmental, and child psychology, cultural anthropology, 
and primitive psychology; comparative animal psychology and ethology; 
philology; higher mathematics and statistical methods in general, and 
the humanities. 

B. Professional. 


2L. S. Kubie, M.D., “Need for a New Subdiscipline in the Medical Profession’, A.M.A. 
Archives of Neurology and Psychiatry, September 1957, Vol. 78, p. 289. 
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1. Preclinical (first and second years) 


(a) A course in basic medical science (comparative to that now offered 
in Harvard Medical School to men who want to work in medical research 
but not in the practice of medicine). 


(b) Medical and psychiatric sociology (with social casework). 
(c) Further techniques of psychological testing. 
(d) Graduate work in the disciplines under A, above. 


2. Clinical: Prepsychiatric (second and third years) 


(a) A sense of at-oneness with human beings who are suffering from 
organic disease is essential for the emotional and intellectual preparation 
of a future doctor of medical psychology. This is essential also as a com- 
parative basis for a later understanding of human beings who suffer from 
psychological ailments. Therefore, the student would first be exposed to 
patients on medical and surgical wards of general hospitals, i.e., who are 
suffering from organic diseases. Here his successive functions would be 
three: (1) first, as an orderly or nurse’s aide, (2) then as a clinical clerk, 
learning how to gather critically the interdependent story of human lives 
and of their organic complaints, and (3) administering and scoring psycho- 
logical tests to such patients. 

(b) This experience would then be enriched and supplemented by 
direct contacts with patients and their families in their own homes. The 
initial contacts would be organized under the general medical social service, 


subsequent ones under psychiatric social service, in connection with the 


care both of ward and of out-patient. 


In the course of time through such experience on wards, in the out- 
patients department, and in the home, patients suffering from organic 
diseases, with or without concurrent neuroses and psychoses, would no 
longer be new to such a student. They would be human beings with whom 
he had lived and worked for at least two years, experiencing their daily 
fluctuations in health and illness. In later years when he encounters mani- 
festations of organic disease as complications of psychiatric illness, they 
will be familiar to him; and he will not neglect them or deny them, because 
he will not be frightened by their unfamiliarity. 


(c) Work is continued on a graduate level in the basic disciplines listed 
above under A. Note that there would thus be four years of maturing in 
the preprofessional or basic disciplines, spotted through the years of pro- 
fessional training. 


3. Clinical-Psychiatric (fourth through seventh years) 


The third step in training (i.e., probably starting in the fourth year of 
the professional curriculum) would take the student to the psychiatric 
division of the hospital and to its psychiatric out-patient department. There 
he would go through steps in training which would parallel what he had 
been through on the medical and surgical services: to wit, working first 
as an attendant, then as a clerk, and then as a psychological tester and 
psychiatric social worker. 


Thus every phase through which the student passes would include 
training in interviewing, in taking life histories, in subjecting patients to 
psychological tests, in the evaluation of these tests, and, above all, in observ- 
ing and in understanding the incessant subtle interplay among patients, and 
among patients, attendants, nurses, and therapists. 


Vfey 2 
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4. Psychodiagostic and Psychotherapeutic (fifth year and on). 


The definitive training in psychodiagnosis and in psychotherapeutic 
techniques would thus be based upon a wealth of diversified clinical experi- 
ences on wards, in out-patient clinics, and in homes. Here, as in the train- 
ing of initial cadre of teachers, the study of tape recordings and of sound 
films of diagnostic and of therapeutic interviews would play a major role, 
with additional opportunities to observe therapeutic interviews through one- 
way screens, to study filmed interviews, and to participate in seminars 
based on week-by-week reports and data from the treatment of patients, 
as conducted both by experienced therapists and by other students. 


These steps would lead to the conduct of psychotherapy under super- 
vision, which, in turn, would be subjected to the same rigorous challenge 
of critical group discussion. 


5. For many the final step would be psychoanalytic training. For all there 
would be training in such special techniques as the use of hypnotherapy 
and methods of group psychotherapy.® 


The major advantage of this curriculum, apart from its obvious merits as a 
training program for psychotherapists, is that it would attract numerous highly 
gifted students who are interested in a professional career in mental health but 
who are not interested in medical training, in social work, or in a Ph.D. in 
psychology. Thus it would attract into the mental health services many young 
people who would otherwise be lost to it. 


But it would not adversely affect recruitment to medicine, psychiatry, social 
work or psychology. Although these practitioners would be as thoroughly (if not 
more thoroughly) trained to perform psychodiagnosis and psychotherapy as 
psychiatrists who are psychotherapists, their training would not require as much 
time and would not be as costly. The training of a psychiatrist requires a mini- 
mum of eleven years, whereas the training of a psychotherapist on the Kubie 
model would take a minimum of eight years. Given the fact that Ontario’s under- 
graduates have received two full years of education more than most of their 
American counterparts, the adaptation of Kubie’s curriculum to Ontario’s system 
of education could safely involve some reductions in the time allotted by him to 
the professional postgraduate component. Further reductions could be introduced 
through the use of a summer internship program to utilize the longer summer 
vacation period in Ontario. Thus it is likely that the training of such a profession 
would begin to meet the rapidly expanding need for psychotherapeutic services. 
in Ontario. A pilot project could be undertaken at an early date at one of 
Ontario’s universities which has a medical school, a faculty of arts and science, 
and a school of social work which could cooperate to inaugurate it. 


Field interviews showed a broad basis of support for the Kubie plan among 
psychiatrists in Ontario and in the U.S. Psychologists were more reluctant to 
support it because of the fear that the “medical model” of mental illness and 


8Ibid., pp. 289-290. 
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health inevitably would dominate such a program. This fear, however, was 
expressed also in relation to developments in clinical psychology in the U.S., 
where clinical psychologists base their work on psychodynamic models shared by 
them with psychiatry. But there are those who think that the so-called “medical 
model” should be the basis of these practices because it provides the best under- 
standing of psychopathology available, and a number of Ontario’s leading clinical 
psychologists would support the plan. 


The problem of professional identity, examination and regulation could be 
solved by establishing an examining and licensing board empowered to grant 
licences to Doctorates of Medical Psychology who satisfied its standards of 
practice. This board could issue licences also to clinical psychologists who qualify 
as psychotherapists. The licence could be formulated and granted in terms of 
explicit regulations governing the conditions of practice. In particular, it could 
establish and enforce the requirement that at the same time as a psychological 
examination of a patient is undertaken, and prior to the commencement of 
psychotherapy, every prospective patient must receive a complete physical check- 
up by a physician. It could also require such check-ups at regularly prescribed 
intervals throughout the course of the psychotherapy and at its termination or 
interruption. The use of medications when required (and usually they are not) 
could be handled also through cooperation with the examining physician. When 
more powerful drugs or any physical therapy such as ECT are indicated, then 
this component of the treatment would have to be undertaken by a psychiatrist. 


In addition, there is the problem of psychiatric emergencies. Although the 
psychotherapist would be limited in his practice to the treatment of psycho- 
neurotic disorders, there are always borderline cases in which an unsuspected 
psychotic disturbance which has been masked by apparently superficial maladjust- 
ments suddenly erupts. And sometimes, during a consultation, a patient under- 
going a severe and dangerous psychotic episode may present himself. These would 
not be frequent occurrences, but they can arise and the psychotherapist would 
have to be able to deal with these psychiatric emergencies. Three possibilities 
exist: 1) psychotherapists could be limited in their practice to working in a 
psychiatric service in which psychiatrists are present — that is, they could be 
denied the opportunity of private practice; 2) psychotherapists could be required 
to establish a close liaison with a psychiatrist who is prepared to handle emer- 
gency cases; 3) psychotherapists could be allowed to commit patients to mental 
hospitals, and thereby take care of emergencies themselves. 


It would appear that, for a number of reasons, the third alternative is the 
best course. It is important that psychotherapists should not be denied the option 
of private practice, since this is a service that many people want and one that is 
well suited to the treatment of psychoneurosis. The Doctorate of Medical 
Psychology would gain experience in medical emergency admissions and through 
it would become aware of the responsibilities of handling such cases. It is just 
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this sense of responsibility for the well-being of patients that many psychiatrists 
claim to have found wanting in clinical psychologists as they are now trained. 
Kubie’s program is designed specifically to inculcate this attitude. The psycho- 
therapist so trained thus could be safely entrusted with the power of committing 
a patient to a mental hospital on an emergency basis only. The patient subse- 
quently would have to be examined by a psychiatrist attached to the hospital, 
and further disposition and treatment of the patient would have to be based on the 
assessment made by the hospital’s diagnostic service. Under these conditions and 
with these safeguards, there would be no reason why psychotherapists could not 
establish private practices. 


Nor would there be any reason why their services could not be insured by 
OMSIP, since their psychodiagnostic and psychotherapeutic work with psycho- 
neurotic patients would be of equal quality with that of psychiatrists who were 
trained to do psychotherapy. The particular advantage that these new pro- 
fessional psychotherapists could have in Ontario, as compared with psychologists 
and social workers, is that, because of the elements of common training experi- 
ence, they would be known by physicians and would enjoy their confidence; but 
unlike physicians, they would be at home in a wide range of non-medical settings, 
such as school mental health clinics or social agencies. Consequently, they could 
fill a major gap in the province’s mental health services. 


Huron County has been discussed elsewhere in terms of the difficulties it has 
encountered in attracting adequate mental health diagnostic and treatment per- 
sonnel. The introduction of a number of professional psychotherapists who, 
working in close cooperation with the psychiatrists at the Ontario Hospital at 
Goderich, the local physicians and Medical Officer of Health, the Children’s Aid 
Society and the local school boards, could make basic improvements in the scope 
and quality of mental health services to the population of the county. Huron 
County exemplifies similar needs in other rural and urban areas throughout 
the province. 


These considerations support the observations made earlier in this report that 
the creation of a new profession of non-medical psychotherapists trained on the 
Kubie plan could be the single most important step that could be taken to 
improve the quality and scope of Ontario’s mental health services. Because of 
inflation, it would not accomplish the letter of Leighton’s dictum, that what is — 
now most needed in mental health is high quality five-dollar psychotherapy. But 
it just might accomplish the spirit of his hope for society. 


Part Three: The Mental Health 
Services 


Chapter 12 Hospital Services 


Trends 


When the study on trends in psychiatric care reported its findings to the Hall 
Commission in 1964,' it confirmed that Ontario was moving away from the big 
mental hospital; but it was uncertain as to whether the pattern at that time was to 
build more small community mental hospitals of 300 to 400 beds or to set up 
more psychiatric units in general hospitals. There has been expansion of all three 
types of hospital facilities since then, and it would appear from Table 12.1 that 
that the same uncertainty remains in government policies regarding trends in 
institutional care. 


TABLE 12.1 


Growth of Psychiatric Hospital Facilities in Ontario since 1960 


Year 
Type of institution 1960 1965 1967 
Ontario Hospitals FS Hs 15 
Community psychiatric hospitals 0 3 é 
Psychiatric units in general hospitals 17 pays 25 


SouRCE: Ontario Department of Health Statistics. 


The two Ontario Hospitals completed in 1964 have 305 beds (Goderich) and 
300 beds (Owen Sound) respectively. They are, therefore, quite different from 
the older type of Ontario hospitals of 1,000 or more beds. It would seem that the 
Ontario government has recognized the inadequacy of big mental hospitals, but 
only as far as erecting new structures is concerned. Nothing has yet been done 
to replace the existing Ontario hospitals or to reduce their size. (Such reductions 
were recommended by the Hall Commission.)? Even though the Ontario Hospitals 


1D. G. McKerracher, op. cit. 
2Report of the Royal Commission on Health Services, Vol. I, Queen’s Printer, Ottawa, 1964. 
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at Goderich and at Owen Sound are smaller, they are still under the control of 
the Department of Health and they are required to serve the needs of a region © 
rather than the needs of the communities in which they are located. 


The community psychiatric hospitals came into being after the introduction of 
the Community Psychiatric Hospitals Act of 1960-1961. This Act was first 
intended to provide sanatoria with spare beds which could be utilized to treat 
patients other than those suffering from tuberculosis. It now provides authority 
for the government to reimburse local boards operating mental hospitals under 
this Act for their net allowable operating costs, including the cost of medical 
services. Much has been said about the advantages of community mental 
hospitals.? In 1965 there were three community psychiatric hospitals reporting 
to the Department of Health: the Royal Ottawa Sanatorium, the Sudbury-Algoma 
Sanatorium, and the Windsor I.0.D.E., with a total bed capacity of 175. None 
has a bed capacity of more than 100. 


One of the recommendations made by the Hall Commission was that there 
should be an increase in the number of psychiatric units in existing general 
hospitals. This recommendation has been adopted by the Ontario government. 
The trend in recent years has been to treat mentally ill patients requiring short- 
term or intermediate care in general hospitals. The establishment of psychiatric 
units in general hospitals is part of the province’s answer to the proposition that 
community resources should be developed to offer a broad range of diagnostic 
and treatment services, and continuity of care, by gradually abandoning the mental 
hospitals and by shifting the full responsibility for the care and treatment of the 
mentally ill to general hospitals. This trend has inherent limitations, however, 
because general hospitals are reluctant to admit to their psychiatric units children, 
adolescents, patients with behaviour disorders, geriatric patients or patients suffer- 
ing from acute psychiatric disorders requiring long-term treatment.° 


The proposition that psychiatric wards in general hospitals provide the best 
facilities for psychiatric treatment and care—a proposition which the Ontario 
government seems to endorse — was rejected by the World Health Organization 
as early as 1953.6 The two reasons given then are still applicable to the situation 
in Ontario. First, psychiatric wards of a general hospital are forced by the expecta- 
tions of the hospital authorities to conform to a pattern which is harmful to their 
purpose. “Patients are expected to be in bed and nurses are expected to be 
engaged in activities which resemble general nursing. The satisfactions of neuro- 


8See F. S. Lawson, “Mental Hospitals: Their Size and Function”, Canadian Journal of 
Public Health, Vol. 49, May 1958, pp. 192-195. 


4OHSC 1965 Annual Report. 


5From a presentation by Dr. H. W. Henderson to the Annual Meeting, Canadian Psychia- 
tric Association, June 17, 1967. 


6Third Report of the Expert Committee on Mental Health, World Health Organization 
Technical Report Series, No. 73, New York, September 1953. 
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logical diagnosis are enhanced by the prestige in the general hospital of clear- 
cut physical pathology, to the detriment of interest in the average psychiatric 
patient whose case does not exhibit such features; and it is difficult to obtain 
recognition of the overwhelming importance in psychiatry of the factors involving 
the therapeutic atmosphere.” Second, general hospitals tend to treat and return 
to society a high proportion of psychiatric patients capable of early recovery and 
send to the community mental hospital only those patients who are grossly dis- 
turbed, chronic, or of apparently bad prognosis, thus turning the community 
mental hospital into a “madhouse” for the chronically insane. 


TABLE 12.2 


Comparison of Treatment Patterns in Ontario Psychiatric Inpatient 


Facilities, 1966 
a st 


¢ Patients admitted for 
~ Type of institution Bed capacity active treatment 

Ontario Hospitals for the 

mentally ill} 11,308 13,368 
Psychiatric units of 

general hospitals 662 8,687 
Community psychiatric 

hospitals? is) 1,128 


a ee i 

1The bed capacity of 11,308 excludes beds (3,526) in residential units of these hospitals. 

2Excludes Clarke Institute of Psychiatry which commenced reporting in June 1966. 

Source: Bed capacity of Ontario Hospitals from DBS, Mental Health Statistics, Vol. II, 
-Queen’s Printer, Ottawa, 1966; other data from 99th Annual Report, Mental Health 
Division, Department of Health, Ontario, 1966. 


The applicability of these criticisms to Ontario is indicated by the figures in 
Table 12.2. Psychiatric units of general hospitals, with about half the number of 
beds, were able to actively treat more than two-thirds the total of patients given 
active treatment in Ontario Hospitals, largely because of the selective basis on 
which patients are admitted — that is, only patients who respond favourably to 
treatment and are capable of early recovery and discharge. The difficult patients 
are left to Ontario Hospitals. 


While the government is unable to adopt a clear-cut policy on the direction 
in which institutional facilities should develop, it has sought to meet demands 
by expanding all three types of facilities. Thus, we find that a new Ontario 
Hospital is being built at Porcupine to serve northeastern Ontario. This decision 
is in keeping with the policy for further development and integration of mental 
health services throughout the province on a regional basis. To this end, the 
Department of Health has divided the province into designated regions and has 
estimated the needs for inpatient accommodation.? The Department of Health is 


Statement by Minister of Health on the introduction of 1966-1967 estimates of the Ontario 
Department of Health. 
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trying to work out the establishment of medical-dental centres which would serve 
a population area requiring the services of two or three physicians, one or two 
dentists, and a number of nurses. It is hoped that this development would 
encourage a more equitable distribution of health personnel. 


The plan has the support of university health sciences centres, because success 
on the part of the Department of Health would enable universities to demonstrate 
to graduates the advantages of going to remoter regions to practise, especially if 
such regional centres maintained an association with universities. In order to 
attract physicians to these centres, the Department of Health plans to provide 
financial incentives by raising the salary level and by allowing physicians to carry 
on a fee-for-service practice at the same time. Physicians would also be able to 
retain their association with universities for further training purposes. The Depart- 
ment of Health has already contacted some health sciences centres in universities 
which are prepared to take on one or two of these medical-dental centres as 
pilot projects.® 


Inpatient Needs 


There has been a marked decline in the mental hospital population in the U.K., 
in the U.S., and in Canada during the past decade. In 1964, when the research 
study on “Psychiatric Care in Canada — Extent and Results” ® reported to the 
Hall Commission, it was noted that the Hospital Plan for England and Wales 
had taken a ratio of 1.8 beds for 1,000 population as a probable limit of require- 
ments by 1975 (1.34 beds for treatment up to three months in duration, 0.53 
beds for treatment up to two years, and 0.89 beds for long-stay patients). The 
study also estimated inpatient needs in Canada, based on utilization data for 
Saskatchewan. The estimate stands at 0.55 beds for intensive treatment per 1,000 
population, based on admission rates from metropolitan areas, and hospital care 
including continuing care for patients with psychoses of the senium and for those 
suffering from mental deficiency. It was felt that this ratio would also give suffi- 
cient provision for the intensive hospital care needed by readmissions, if suitable 
alternatives were developed for the care of the aged and retarded. It was also 
estimated that this 0.55 beds per 1,000 population could be reduced by more 
extensive outpatient and community services. 


If these estimates were applied to Ontario, we would need 12,600 beds for 
active treatment, continuing care and long-stay patients according to the U.K. 
ratio, based on a population of 7,000,000. According to the estimates for inten- 
Sive treatment, we would need only 3,850 beds. We have seen that Ontario 
already has a bed capacity of about 13,860 in Ontario Hospitals, in psychiatric 


’Transcript of Hearing, Department of Health, December 12, 1967, pp. 114-117. 
9Alex Richman, “Psychiatric Care in Canada: Extents and Results’, Royal Commission on 
Health Services, Queen’s Printer, Ottawa, 1964, p. 317. 
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units of general hospitals, and in community psychiatric hospitals. Since the 
Ontario Department of Health has a policy of transferring from hospital wards 
to residential units patients who have a diagnosis of schizophrenic disorder, senile 
psychosis, or psychosis with cerebral arteriosclerosis (in which case they cease to 
be included in patients listed on the hospital’s books), we can assume that all 
these 13,800 beds are intended for active treatment. Whether or not such treat- 
ment actually is given is a different matter. 


With a bed capacity of 13,800, Ontario appears to have enough hospital beds 
to treat the mentally ill without need for further physical expansion. However, 
this does not mean that the quality of psychiatric care in Ontario is of a very 
high, or even of a sufficient, standard. It is useful, therefore, to present some 
data concerning care and treatment in hospitals derived from field interviews. 


The purpose of this section is not to provide complete descriptions of 
psychiatric units or to enumerate all such units. It is rather to provide some high- 
lights concerning treatment facilities, staffing arrangements and treatment practices 
in a fairly representative sample of such facilities in the province. Hospitals in 
Toronto, Ottawa and Kingston were selected. 


General Hospitals 


Treatment Policies 


Admission policies concerning patient selection vary somewhat from hospital to 
hospital. In general, patients that present custodial problems, patients whose treat- 
ment will require more than six months, and patients seen to be lapsing into an 
irretrievable chronic state will be transferred to Ontario Hospitals. A number 
of hospitals prefer not to treat psychoneurotic patients in hospital on the grounds 
that they are better treated through the outpatient service. Other hospitals admit 


_ psychoneurotic patients usually for the purpose of treating depression by means of 
_ electroconvulsive therapy or during a period of crisis for observation. Psychoses 


requiring short-term treatment, the less severe character disorders, and in some 
instances neuroses are the illnesses most likely to be treated in the psychiatric unit 
of a general hospital. Our field work supported the conclusion that the Ontario 


_ Hospitals are used by the general hospitals as repositories for the most severe and 
chronic cases, and generally for illnesses that do not respond to short- 
_ term treatment. 


The word that was most often used to describe the prevailing therapeutic 
approach in almost all the general hospitals was “eclectic”. It was generally agreed 
that the eclecticism was not primarily the result of the existence of numerous 
different and competing theoretical positions adopted by persons on the hospital 
staff, but was more the result of a pragmatic approach to treatment on the part 
of most staff members. Although it was indicated that some staff members had 
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distinct preferences and aversions as far as certain forms of treatment are con- 
cerned, on the whole the approach was enormously tolerant, broad, and some- 
times uncertain and vague. 


Pharmacological therapy and the various psychotherapies are the forms of 
treatment that are almost universally used. The general hospitals’ policies of 
excluding the alcoholic, the severe character and personality disorder, and the 
chronically ill patient, combined with the use of drugs to control patients, have 
allowed the hospitals to institute an open ward policy, with few custodial restric- 
tions on the patients. However, the constraints imposed by drugs are considered 
by some to be scarcely an improvement on constraints imposed by orderlies, 
especially if the orderlies are part of a milieu program. 


The intensity and the frequency of individual or group psychotherapy and of 
counselling depends upon the orientation of the hospital staff and the availability 
of psychiatric time. in addition to the psychotherapies, there are a number of 
physical treatments. The most important of these is probably drugs. As K. M. 
McGregor, superintendent of the Ontario Hospital at St. Thomas has written: 


A slow increase in our discharge rate began prior to the use of psychotropic 
drugs, but the discharge rate accelerated concomitant with the use of drugs. 
Their value, however, cannot be discounted, as they have broken the barrier 
between the practising physician and the mentally ill patient, providing 
him with a form of continuing treatment in which he can participate. They 
have facilitated psychotherapy (though this point is denied by certain 
psychiatrists who argue that most patients on psychotropic drugs respond 
badly to psychotherapy) and have augmented and supported the many 
facets which now go to form the “therapeutic community”, a concept not 
dissimilar to the “moral treatment” of more than a century ago.!° 


The point in question is whether a complete medical training is necessary for 
the therapist before he can prescribe these drugs. There is some argument that 
a specialist in the field of mental health in the course of two weeks can learn 
enough about these drugs to be able to prescribe them effectively and safely. 
It is, of course, doubtful that the medical profession as a whole would ever admit 
this extreme position. 


Drugs play a very important role in the treatment of the mentally ill in the 
province, and might conceivably play a much larger role in the future. To this 
extent, the existence of medically trained psychiatrists is essential. 


The other major form of medical treatment is electroconvulsive therapy. 
Although this treatment fell into disuse with the introduction of drugs, it is now 
being used with increasing frequency, especially for the treatment of depression 
and catatonic schizophrenia. 


10K. M. McGregor, “Trends in Mental Hospitals”, Canadian Psychiatric Association Journal, 
Vol. 9, No. 4, August 1964, pp. 331-335. 
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The advantage of ECT as a form of treatment, in the opinion of psychiatrists 
who use it, is that it is inexpensive, easy to administer, of short duration, and 
in most cases, effective in relieving the symptom of depression. 


It must be pointed out that some psychiatrists would never use ECT, because 
of the danger of destroying brain cells that sustain memory; and not a few would 
never use it for psychoneurotic illnesses that can be successfully treated by 
psychotherapy or psychoanalysis. 


Certain other forms of psychiatric treatment in hospital are obviously of a 
medical nature. These are surgery and subcoma insulin. Surgery is used only 
rarely in the province, and is an expensive form of treatment, each operation 
costing about $2,000. It is only used in extremis for patients who have undergone 
long and intensive treatments, who show many refractory symptoms, and who 
are undergoing great suffering. Even then, it is performed only if there is general 
agreement among the psychiatric staff that this step is necessary. It is not com- 
pletely discredited as a form of treatment, but it is very rarely used. 


Subcoma insulin is used to regress patients who are difficult to handle because 
of mental illness. As a form of treatment, it is used very rarely, but probably 
more often than surgery. Coma insulin has been completely discredited and 
appears never to be used. 


The field interviews agreed well with the tabulated results of the questionnaire 
survey (Table 4.8). The trend is towards a gradual reduction in the use of narrowly 
medical therapies for bed-ridden patients in hospital wards and the maximum 
use of psychotherapy and counselling through outpatient clinics. 


Services 


The inpatient services usually consist of thirty to forty beds geographically located 
in a single area, with lounge and some recreational facilities adjacent or nearby. 
The average duration of hospitalization appears to be about three weeks, in part 
because of the treatment policy described above. 


These hospitals already have or are developing outpatient services. Many 
hospital psychiatrists stress the importance of high quality outpatient services as 
the best means of reducing the need for hospital beds for the mentally ill. These 
clinics are used also to provide drugs, medical supervision, and counselling for 
persons suffering from a psychosis that has been brought under control. 


Professional Policies 


All the hospitals visited employ the services of all the mental health professionals. 
Almost all hospitals needed more professional personnel, especially psychologists, 
social workers and nurses. Because of the general shortage of psychologists and 
social workers, they are considerably outnumbered by psychiatrists in every 
hospital visited. The Ottawa General Hospital was the only hospital visited that is 
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fully committed to the policy of deliberately mobilizing the therapeutic resources 
of non-medical professional personnel. A number of the teaching hospitals 
reported vacant places for residents in psychiatry. This circumstance does not 
augur well for the future, especially if psychiatry continues in its present 
dominant role. 


Most hospital staff viewed themselves primarily as members of a medical 
community. With a few exceptions, the psychiatrists generally commended the 
social workers and the psychologists on the excellence of their work and considered 
their services to be necessary ancillary functions to their own. The doctors in the 
hospital setting on the whole had a medical orientation, as could be expected, 
and insisted that about 30 per cent of their work was concerned with matters of 
a medical nature, for which only they were trained. Most pointed out that by 
legal and professional responsibility they had to assume command of the treatment 
team, and few doctors in the hospital setting seemed willing to change the locus 
of responsibility completely. Most, however, were willing to assign more respon- 
sibility to the ancillary professions, to the extent that they were confident that 
these staff were adequately trained for diagnostic and treatment roles. 


Although the practices in most hospitals were similar, almost any generaliza- 
tion about psychiatric practice would ring false, since within the mosaic there is a 
range for shading. What is done in one hospital by a psychiatrist may be done in 
another by a nurse, psychologist or social worker. Whether nurses, social workers 
and psychologists will be used for various forms of psychotherapy depends mostly 
upon the individual psychiatrists involved. Secondarily, of course, it depends upon 
the characteristics of the ancillary personnel themselves. In many cases it is not 
so much their training or their background as their personalities and interests 
which induces the psychiatrists to let them engage in the various forms of psycho- 
therapy. The higher the professional status of the person involved, and the more 
comprehensive his training, the more wary some psychiatrists are of using him for 
psychotherapy. In other words, a good nurse with a feel for the work will meet 
less resistance than will a highly trained psychologist. In many cases, however, 
psychologists are engaging in these forms of treatment, theoretically under the 
supervision of a doctor, but in practice only upon referral. 


In many cases, the psychologists are convinced that their training and abilities 
are not properly appreciated. It is hard to assess this claim. Many psychiatrists 
do seem to be aware of the abilities and limitations of those psychologists with 
whom they are in close working contact. Often the psychiatrist feels that the 
psychologist wishes to do a job for which he is untrained. Often there does not 
seem to be the cooperation between the various members of the hospital staff 
that one would expect in the best interests of the patients. Some psychologists are 
unwilling to let their students be trained for psychotherapy by psychiatrists; 
psychiatrists, on the other hand, emphasize their legal responsibility to assert their 
dominance within the hospital setting. 


General Hospitals 269 


It would probably be incorrect, however, to say that these are ideological 
positions. More accurately, one would describe them as reflections of existing 
practice. Professional hostility and resentment, and lack of awareness of the 
training and abilities of the members of the various professions, probably cause 
some hardship; but it would seem that personal conflicts and personal disagreements 
about treatment methods are far more significant. 


The difficulty arises from the fact that when a staff psychiatrist complains 
about the role that a particular staff psychologist wishes to play, it is next to 
impossible to determine whether he is actually objecting to psychologists per se, 
or whether he is objecting to that particular psychologist. 


Similarly, the practice differs among hospitals concerning the role of social 
workers. Some content themselves with traditional social work activities, like 
social history taking, and the counselling of friends and relations, while others 
engage in intensive psychotherapy, both with individual patients and with families. 
Social workers who are trained for this more intensive role find more ready 
acceptance, but this is probably because there are so few of them who are 
properly trained, and because many of those who are well trained are not suffi- 
ciently assertive to challenge the doctor’s position. 


Doctors are more than willing to admit that the social worker is the person 
who is most competent to manipulate the home atmosphere, and to work with role 
definition. In the same way, psychologists are given free rein with their tests for 
diagnostic purposes, and with the peculiar forms of treatment, such as behaviour 
therapy, which stem directly from their training and experience. They are also 
seen as the people best prepared to lecture to the staff on the behavioural sciences, 
and their value in conducting research projects is challenged by only a few 
psychiatrists. (The latter claim that they would be more happy with one psycho- 
metrist and one properly trained statistician than with a Ph.D. psychologist.) 


The nurse is in the most ambiguous position. On the one hand, she is the 


_ person with the most daily contact with the patient. On the other hand, she is the 


person who is by far the most poorly trained. In fact, her formal training may 


_ consist of a three-month affiliation course during her training period, of which 80 


_ per cent or more will have been spent in clinical work. It is only the unimagina- 
_ tive psychiatrist, however, who is content with the traditional bedside care orienta- 


tion of most nurses. One psychiatrist expressed the view that regardless of the 
training that a nurse received, whether it was from a university or from a hospital, 


_ it took a good three months to break the nurse of the rigid habits of thought 


_ which she had acquired. It was only after this process had been completed that 


the training for dealing with the emotionally ill patient could begin. Most psychia- 
triasts seem to be ambivalent towards nurses as a whole. Although they recog- 
nize the important role which the nurse potentially can play, they are also limited 


_ by their professional image of the nurse’s role as the doctor’s helper, and are 
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therefore unwilling to allow nurses to take too much initiative. Further, nurses 
themselves subscribe to this view of their professional role, and are unwilling to 
take any responsibility or to act independently, if there is the possibility that they 
will be opposed at any stage in the process by the doctor, whose training, status 
and authority they hold in the highest regard. The use of nurses ranges from 
traditional medical nursing among doctors and nurses of what might be called 
the old school, to low-keyed individual and group psychotherapy among younger 
nurses working with progressive doctors. 


Problems of Professional Cooperation 


In many cases there is not sufficient coordination among the various professions 
over the treatment of the patient, and the ancillary professions are often kept in 
the dark concerning the approach that the psychiatrist is taking an individual 
therapy, or in group therapy with a particular patient. There is always the danger 
that the nurse, the psychologist, the social worker and the doctor may all be 
working at cross-purposes. 


Of course there are staff conferences, diagnostic conferences, and grand rounds 
in the hospitals, as well as informal conferences between the doctor and the other 
members of staff concerning the patient’s treatment; but it seems that there is 
often too much pressure of time to allow full and complete discussion. 


For a number of reasons, the files that the psychiatrists keep in the hospitals 
are often incomplete and sketchy. First, the confidentiality of the psychiatrist- 
patient relationship is not protected by law; hence the psychiatrist’s files might be 
subpoenaed in a legal action. As a result, doctors usually enter only the barest 
diagnosis in the hospital records. Second, the hospital files are open to many of 
the hospital staff of a low level, such as nursing assistants and orderlies, who 
should not be trusted with privileged communications. There is also a chance that 
the clerical staff, who might not appreciate the significance of the data entered in 
the files, would use this information in an unacceptable way. 


A further impediment to interprofessional communication is lack of time. 
Nurses have expressed the desire to read the reports of the psychologist’s tests of 
the patients; but since the psychologists often have their officers or keep their 
files in geographically discrete portions of the hospital, the nursing staff usually — 
do not have the time to read them. Moreover, most hospitals do not have medical 
records retrieval systems, or libraries, that are efficient enough to facilitate the 
flow of information about patients, the progress of their illness, and its treatment. 


Another problem, which is probably intractable, is that any conference con- 
sisting of a nurse, social worker, psychologist and psychiatrist, as well as students 
of these various professions, is an enormously heterogeneous group. Not only the 
technical language but the level of sophistication differ greatly from, say, the 
student nurse to the analytically trained psychiatrist. And although some psychia- 
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trists have the facility of communicating with people with much less training than 
themselves, many do not. The time spent in communication is at best neutral, 
and may indeed be harmful; for if a nurse, with no understanding of psycho- 
dynamics, thinks that on the basis of her talks with the psychiatrists, and her 
awareness of the terminology, she is capable of interpreting to a patient his 
unconscious psychopathology, she may do a significant amount of damage to the 
patients under her care. 


Despite these problems a good deal is being done in some hospitals to provide 
interdisciplinary training for the members of staff, with a view to training better 
therapists. Without prejudice to the functions which the particular person can do 
better than anyone else (such as testing for the psychologist) the other members 
of the professions are being prepared for psychotherapy or, more generally, 
for counselling. 


Use of Videotape for Teaching and Therapy 


Perhaps the most potent technological improvement to assist learning in this field 
is videotape. The potential of this sort of equipment for use in both teaching and 
therapy is considerable. 


In the first place, it allows the student to observe his total interaction with 
the patient, verbal as well as non-verbal. The fact that the tape can be stopped 
at any point and analyzed is an enormously beneficial teaching device. Some 


system to allow an interchange of tapes among hospitals would be useful, so that 
a particular type of disease or a particular therapeutic technique could be 
analyzed. The main impediment to this scheme is that the various videotape 


systems now in existence are incompatible. An attempt should be made to 
synchronize the use of tapes at the various hospitals. 


The second use for videotape equipment is in therapy. The patient and the 
therapist spend the first part of the session in normal therapeutic activity, but 


then spend the second half of the hour viewing the tape and discussing the 


relevance of the material contained therein. 


To ensure the most efficient use of the tapes for teaching purposes, two steps 


should be taken. The first is the establishment of a committee composed of repre- 


sentatives from all teaching hospitals to facilitate communication, and to arrange 


for the installation of compatible types of equipment. Second, either a catalogue 
or an abstract of available tapes for loan to other hospitals should be prepared 
and kept up to date. No attempt should be made to impose any form of centra- 


lized control over these tape libraries, for the interests of teaching and research 
are best served by allowing each hospital to develop unique and distinctive 


approaches; and the perpetuation of such a special flavour in teaching is one of 
the main ways in which those hospitals that are less well-endowed financially can 


hope to attract good students. 
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Ontario Hospitals 


Treatment Policies 


The Ontario Hospitals must treat all types and conditions of mental illness, includ- 
ing those that present serious custodial problems. They also find themselves pro- 
viding homes for old people who need not be in hospital but who have nowhere 
else to go. The problems they must cope with are further exacerbated by the fact 
that they tend to receive the most severe, deteriorating and chronic illnesses 
referred by the general hospitals. In addition, most of these hospitals serve large 
geographical areas and therefore must cope with large numbers of patients. 


In general the approach to therapy in the mental hospitals in the same as that 
in the general hospitals. The differences that exist derive from the greater 
numbers of psychotic and chronic patients in the Ontario Hospitals. For example, 
the Ontario Hospital, Kingston, has a patient population approximately as follows: 
13 per cent are acutely ill but are undergoing active treatment; 34 per cent are 
chronically ill; 12 per cent are physically ill as well as being mentally ill; 25 per 
cent are domiciliary; 16 per cent are welfare patients, who could be discharged 
but have nowhere to go. This difference leads to a greater utilization of drug 
therapies, rehabilitative programs, and long-term care programs for chronic 
patients, and to a lesser utilization of psychotherapy. 


Services 


The inpatient services of the Ontario Hospitals often consist of 1,000 or more 
beds. Queen Street, Kingston, Whitby all have 1,000 or more such beds. St. 
Thomas has almost 1,500. These do not include residential units for chronic and 
senile patients. There is a fairly typical treatment pattern. A newly admitted 
patient receives intensive treatment and attention for the first three months. If no 
progress is made during that time, the amount of attention he receives gradually 
falls off, until after six months he will usually be transferred to a chronic ward 
to await either spontaneous remission or the lapse into permanent debility. Never- 
theless, the average stay in hospital for new admissions is less than three months, 
and 85 per cent of new admissions are discharged in less than two months at 
an Ontario Hospital such as the one at Kingston. This means that the 
great number of domiciliary, welfare and chronic patients are a carry-over from 
the period prior to the psychotropic drugs, which have been effective in controlling 
psychoses. Unfortunately, it also means that the rate of readmissions is increasing, 
because the drug therapies appear to control rather than cure these illnesses. 


Ontario Hospitals also operate outpatient clinics, mobile clinics, and rehabilita- 
tion services. Some of the hospitals, such as Queen Street and Kingston, are 
teaching hospitals, providing residences in psychiatry and practicum settings for 
psychologists and social workers. Others, such as Whitby, provide practicum 
settings for specific disciplines — in this case, psychology. 
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Professional Policies 


In general the professional policies of the Ontario Hospitals are similar to the 
policies of the general hospitals. The major exception is the greater extent to 
which the non-medical professions, especially psychology, are able to contribute 
to ward treatment programs and ward management in the Ontario Hospitals. One 
example is the Ontario Hospital, Kingston, another is Lakeshore Hospital, yet 
another is the work of the psychology department at the Ontario Hospital, Hamil- 
ton. A notable feature of the work of this department is the program of super- 
vising nurses in group psychotherapy. The psychology department at Whitby 
Hospital is being greatly expanded and strengthened through its affiliation with 


York University. 


Because the Ontario Hospitals must cope with the problem of rehabilitating 


_ patients who, while able to return to society, will probably continue to suffer 


impairment, they need — as the general hospitals do not —a staff of occupational 
therapists and industrial rehabilitation officers. These positions are scarcely less 
difficult to fill than positions for psychiatrists, psychologists, social workers and 


nurses. The one exception is St. Thomas, which has had the greatest difficulty 


in securing professional staff but has been able to mobilize an industrial rehabili- 


tation program and a sheltered workshop for chronic patients who have no 
_ prospect of returning to society. 


Special Care Homes 


It was frequently stressed in field interviews that there is a great need for special 
care homes for patients who are able to leave hospital, but who are unable to 
support themselves in society and have no one to provide for them. 


The major need is in the area of post-hospitalization care. At present the 


maximum rate of pay for such boarding homes is three dollars per day. This 
amount is not attracting any serious response. Considering the fact that care of a 
patient in hospital costs from eight to eleven dollars per day, an increase in the 
amount of money paid for after care in a private home is reasonable. 


It would probably be desirable to create a group of small foster homes. In 


Saskatchewan there is a range of rates for domiciliary, part nursing and full 
nursing care homes. At present about 10 per cent of the people in the hospital 
setting could be placed directly in a domiciliary care setting. 


| 
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This development could help, but would not entirely solve, the problem of 


providing proper care for patients who return after treatment to communities 
Temote from the hospital. Neither would it solve the problem of coordinating 


community services, because of overlapping welfare, public health and municipal 


| 
) 


boundaries, or because of the lack of adequate numbers of qualified private 
practitioners to whom patients can be referred for post-hospital supervision. 


274 Hospital Services 


Staffing Problems 


The shortage of adequate numbers of professional staff affects almost all Ontario — 
Hospitals, which tend to have greater difficulty than the general hospitals in 
securing the required professionals. The hospitals in Toronto are among the best 
staffed. The hospital with the most severe shortage is St. Thomas, which has 
1,491 patients in what is lightly referred to as active treatment and 245 patients 
in residential units. To treat, rehabilitate and care for these patients the hospital 
_has a staff of only seven psychiatrists, one of whom is engaged in full-time admini- 
stration and another of whom is engaged in both administration and the mental 
health clinic. There are four psychologists on staff, but one of these works in the 
outpatient department. The hospital does, however, have forty occupational thera- 
pists, occupational therapy assistants, and rehabilitation officers. There are twenty- 
seven nurses in supervisory positions; twenty registered nurses; ten psychiatric 
nurses; thirty-five senior nurse’s aides; 204 nurse’s aides; twenty-five attendant 
supervisors; twenty-five attendants, group 3; and 190 attendants, groups 1 and 2. 


By comparison, Whitby is well placed with 1,000 patients in active treatment 
and 400 in residential units. It has a professional staff of eight psychiatrists and 
three certificate eligible psychiatrists, supported by a number of psychiatrists on 
a consultant basis; four psychologists plus one psychology consultant and four 
psychometricians; sixteen social workers including some nurses who are working 
as social workers in the supervision of boarding homes; and four Masters of Social 
Work and three social work assistants. The nursing staff at Whitby consists of 
twenty nurse supervisors; twenty-four general R.N.’s; sixteen graduate nurses of 
whom two are psychiatric nurses; thirty-one part-time nurses; seventeen R.N.A.’s; 
200 aides; 200 attendants; and twelve instructors. There are plans to add twenty- 
one or twenty-two new nurses to the staff. Moreover, an interesting fact (which 
probably applies to the other hospitals, but which was not mentioned by them) 
is that overtime work given by the aides and attendants on staff was the equivalent 
of sixty-four extra staff members. On the other side, however, the outlook of the 
staff at the lowest level is to make the fullest use of sick time and leave; 
consequently, the hospital loses the equivalent of twenty staff per year 
through absenteeism. 


The problem of attracting professional staff to a smaller hospital, which does 
not have the overwhelming problems of scale to cope with that hospitals such as — 
St. Thomas has, is illustrated by the Ontario Hospital, Goderich. This is a small 
hospital of 300 beds serving the semi-rural area of Huron and Perth. It was 
opened within the last three years, and comprises an acute admission centre and 
an alcoholic unit. There is also a day hospital and an outpatient department. 
The admission rate runs at thirty to thirty-five per month. The hospital is in the 
process of developing community health services and a child psychiatric unit. It 
is acutely short of psychiatrists and psychologists. The staff is comprised of the 
Superintendent, who is doing some clinical work, plus two full-time psychiatrists 
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and one part-time. None of these is a formally qualified psychiatrist, in the sense 
that to date none has met Ontario’s requirements. There is one psychologist from 
London, and one member of the University of Western Ontario psychology 
department who consults on a part-time basis. Of the three social workers only 
one is fully qualified. It is felt that in addition to the superintendent, the hospital 
needs three senior psychiatrists: one to take charge of the children’s unit, one for 
the alcoholic treatment centre, and one for the chronic ward. In addition, two 
junior psychiatrists are necessary. 


There are fourteen registered nurses on full-time staff; two graduate nurses; 
two psychiatric nurses, both of whom were trained in Jamaica; fifty attendants 
and fifty-three aides. There are also twelve university students from the area, who 
are working as paid summer employees in the occupational therapy and indus- 
trial therapy units with the patients. It is claimed that the number of these students 
that return each summer indicates that they find the work rewarding. 


The main problem faced by the hospital is the difficulty in obtaining staff in 
almost all categories because of its geographical isolation. In the opinion of its 
director the only hope for an outlying hospital of this sort in attracting needed 
professionals is to become affiliated with a university, in this case with the Uni- 
versity of Western Ontario. It is felt also that the refusal on the part of the govern- 
ment to recognize graduates of other provinces or countries is an impediment to 
staff recruitment; and it is suggested that graduates of accredited medical schools 
be recognized after a one-year probationary period within the province. 


The current shortages in the different professions in the province have been 
detailed by Raymond Berry. It is not easy to foresee a time when most of the 
Ontario Hospitals will have solved their professional staffing problems. 


Special Problems 
The Hospital and the Community 


The Ontario Hospitals are many things. They provide care to adolescents and to 
the senile, to harmless eccentrics and to the homocidal, to the prosperous and to 
paupers, to those who will never return to the community and to those on the 
point of return. In some instances they are functioning as day and night care 
centres. Some are offering outpatient facilities to the surrounding districts, and 
some have mobile mental health clinics which visit the outlying areas in the catch- 
ment area of the hospital. Programs and problems naturally differ considerably 
from one location to another. 


The geographical locations of the hospitals themselves seem to be the greatest 
factors in influencing the quality and nature of the service provided. The problems 
faced by the St. Thomas Ontario Hospital are illustrative of the vicious circle in 
which many of these hospitals find themselves. The hospital is not located in a 
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major urban centre; it is not affiliated with any university in any department; it 
has a huge patient population from a vast catchment area. Thus, it is impossible 
to attract the staff to inaugurate exciting treatment programs that will attract yet 
more high quality personnel. Instead, treatment problems overwhelm a staff that is 
insufficient to cope with them, with the result that the prospect of working in 
the hospital is not attractive to brilliant young psychiatrists and psychologists. 


Nevertheless, it is very important that our hospital system should solve the 
problem of attracting sufficient numbers of well-trained professionals to hospitals 
in rural communities and small cities. It is beneficial for a patient to be treated 
within his community. Being “sent away” not only carries a stigma which may 
impair the patient’s social and work life when he is discharged; but it also means 
that he is often cut off from his family and friends, and from all the resources 
of the community that will be essential to his successful recovery. Moreover, it is 
difficult for the hospital to provide adequate continuing care upon his release 
if he lives many miles from the hospital. 


An obvious solution to the problem seems to be simply to strengthen and 
expand the growth of psychiatric units in general hospitals. But for two reasons 
this is not a viable solution. First, the general hospitals are not “many things”. 
Their treatment policies are a natural outgrowth of their basic medical purposes. 
They will remain ill-suited for the care of geriatric patients, and for the treatment 
of treatment and care programs essential to comprehensive community-based 
disorders. They are not equipped to achieve the necessary range and flexibility 
of treatment and care programs essential to comprehensive community-based 
mental health hospital services. Second, the general hospitals are essentially 
medical institutions. They are quite properly dominated by the medical profession. 
But mental health hospital resources require essential contributions from the 
different mental health professions. Despite some notable exceptions, it is very 
unlikely that the full and proper utilization of all these resources could be 
developed within the general hospital environment. 


Consequently, what is needed are comprehensive community mental health 
centres that can provide high quality services for the entire spectrum from the care 
of geriatric, senile patients, to the treatment of emotionally disturbed children, © 
to family therapy in an outpatient clinic. These centres should have definite, 
manageable catchment areas; they should be deeply rooted in the community; they 
Should be large enough to justify a full complement of professional staff of all 
kinds but small enough that bed-ridden, ward-confined patients would represent 
the smallest part of their work (forty to 100 beds at most); they should replace 
the psychiatric units in general hospitals, while providing to the general hospitals 
the specialized services needed by patients who are receiving medical treatment 
in the hospital but suffering from a psychiatric complication as well. 
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The Community Mental Health Centre and 
the Department of Health 


For a number of reasons the proposed community mental health centres should 
not come under the direct administrative control and operation of the Department 
of Health. 


First, the centres’ autonomy would reverse the undesirable trend towards 
bureaucratic centralization. In Ontario our mental hospital system functions 
subject to all the disadvantages of scale. If one is manufacturing automobiles, 
then the centralization of as much of the process as possible in a vast plant with 
a high volume of output will produce economies. If one is caring for, treating, 
and rehabilitating the mentally ill in hospitals, then large institutions provide 
economies of scale in everything that is more or less irrelevant, and cause ineffi- 
ciency in what is essential to the treatment of the patient. A small community 
mental hospital providing a full range of mental health services to the community, 
known and perceived more realistically by the community, would probably be 
more economical in the long run because it could undertake rehabilitation of 
permanently disabled patients more effectively and less expensively through the 
imaginative use of community resources. 


Bureaucracies themselves tend, not by intention but by function, to produce 
anonymity, alienation and irresponsibility, all of which are psychiatrically unde- 
sirable qualities in any system, let alone in one designed to promote mental health. 


Autonomous community mental health centres would protect the system from 
any shocks and would insulate each hospital from the harmful publicity which 
might be associated with another. 


It would also doubtless allow greater experimentation in organization, staffing 
and treatment techniques than is presently possible because of provincial regula- 
tion and job classifications. 


The hospitals would be able to decide their own building and expense priori- 
ties, depending upon their own estimations of the needs of the hospital for treat- 
ment and care. They could also design their own buildings, confident in the 
realization that they could not do worse than has already been done. There has 
been substantial criticism of the speed and order of priorities set by the Depart- 
ment of Public Works, which do not seem to relate to the needs of the hospitals. 


Against this proposal there is the objection that communities will not take up 
their responsibilities for mental health services but will insist on some alien force 
Such as a government department doing it for them. To be sure, the public needs 
enlightenment. The dismal record of frustration encountered by health officers 
and other concerned parties who have tried to get action from County Councils 
to improve local mental health services is evidence of a widespread wish to 
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alienate mental health problems from the community. But this attitude will never 
change if it is not challenged. It may be itself a derivative of psychopathology 
in local officials. The current system does not challenge it. It cooperates with it. 
In fact, community psychiatry has taught us that these attitudes are among the very 
things that must be subjected to “psychiatric treatment”. What is needed is a 
community mental health centre based on a philosophy that takes into account 
these negative community attitudes towards its own existence. 


These centres could be operated by boards made up of professional staff and 
members of the community. The role of the Department of Health could be 
readjusted to providing grants on a reputable basis, providing basic overall plan- 
ning and guidelines, stimulating growth in training, services and research where 
needed, and maintaining standards. 


The Ontario Hospitals could gradually wither away. No one would mourn — 


their passing. Similarly, psychiatric units of general hospitals could be converted 
to other medical uses as the population increases without loss to the taxpayer. 
Possibly teams of capable mental health professionals could be attracted to such 
centres, because of the diverse and varied range of services in which they would 
or could be involved. 


A Model for Community Mental Health Centres 


The United States has already embarked on a vast community mental health 


— 


centre development. It was started under the provisions of the Kennedy Legisla-— 
tion on mental health which was incorporated in the National Community Mental _ 


Health Centre and Mental Retardation Act, known as Public Law 88-64. This 
law was passed by Congress in 1966. Although initially it provided funds only 
for buildings, its provisions were extended in the following year to provide 
funding for the professional and subprofessional staff needed. Under the terms of 
the Act, in order to qualify for federal funding a service unit must serve a specific 
catchment area with a population of 75,000-200,000 persons. Furthermore, it 
must provide five specific services to the catchment area: an outpatient clinic 
(mental hygiene clinic); an inpatient service; a day care service; a research program 
to investigate mental health problems in the catchment area; and a teaching and 


training program to develop professional and subprofessional mental health 
resources in the area. 


One of the mental health centres established under the provisions of this law 
is Service Three, in New Haven, Connecticut. Service Three is still at an experi- 
mental stage. At the time at which it was visited and its director, Max Pepper, 
was interviewed, Service Three had been in operation for a year and a half. 


Service Three has in operation an outpatient clinic which provides classical 
psychiatric care. This service was the first to be established. It has expanded 
rapidly in response to community need. 
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In addition to the outpatient service there is an inpatient service which pro- 
vides both complete bed care and also overnight or day care, depending on the 
treatment needs and socio-economic situation of the patient. The inpatient service 
consists at the present time of twenty-two beds. It was deliberately decided to 
leave the development of the inpatient facility to the end in order to test out the 
extent to which such a service represents a necessity for a psychiatric unit, and the 
extent to which it represents a habit of mind, practice and institutional organiza- 
tion within psychiatry. The comparison here can profitably be made with the 
Saskatchewan plan, which set about the development of its inpatient service in 
an orthodox manner, only to discover that too many beds had been provided and 
that the facilities that had been developed and constructed were not actually 
needed. The inpatient service provides one bed every 3.5 thousand population 
in the catchment area. The idea behind the timetable for developing the unit was 
that no stone should be left unturned in trying to find ways and means of locating 

or developing suitable homes in the community itself for patients, even those who 

suffer from chronic mental illness or from mental retardation and brain damage 
with mental dysfunctioning. It is partly in order to experiment further in this 
direction that the director is anxious to have patients (from the catchment area) 
_who are now resident in wards of state hospitals returned to his unit at an early 
date. Thus, Service Three will provide every kind of mental health service to its 
catchment area, including the care of geriatric patients. 


It is Dr. Pepper’s view, and his hope, that when the scope of the service in 
terms of the total numbers of patients in hospital beds is kept small, there is a 
much better chance of their problems receiving the kind of individual attention 
| that will maximize their chances of recovery or rehabilitation. Also, when the 
| catchment area is relatively small, there is a better opportunity of establishing 
) 

| 


close relations with it, and especially with the families of the hospitalized patients 
and with the community agencies that can facilitate well-supervised rehabilitation. 
| Instead of a schizophrenic being permanently removed from his community of 
origin to a remote mental hospital where he becomes one of many populating 
large wards, he is hospitalized in the community in the care of a group of pro- 
fessionals who can be made more easily aware of any possibilities there are for 
his rehabilitation. In such a system there ceases to be a need for large mental 
hospitals for chronic cases or for psychiatric wards in general hospitals. Nor is 
there the same need for elaborate rehabilitation programs; for it is expected that 
‘groups within the community itself will take up this responsibility, with the 
| guidance and assistance of a relatively small staff of occupational therapists. 


Indeed, a number of specific steps have been taken to relate the Service Three 
Unit effectively to the community formed by its catchment area. 
| 

Early in the history of the unit, indeed during the summer prior to its estab- 
lishment, a group of student volunteers were asked to study the area. These 
| ‘Volunteers were selected from a group of students who, hearing about the develop- 
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ment of a community psychiatry program in New Haven, made application to 
the director to become involved in the work of the unit. These students were 
asked to undertake a study of the catchment area and its population with a view 
to getting more information and insight into the beliefs, attitudes, aspirations, 
social conditions, and behaviour patterns of its population. No a priori plan of 
research was imposed on these student volunteers; they were invited instead to 
undertake whatever research program their own individual interests and abilities 
led them to. Consequently, each student undertook a rather different kind of study, 
using his own approach. The reports of their summer studies have helped the staff 
of the unit to understand the community they are serving, and they have also 
made the unit and its services better known to the community. 


Some of the students have returned to work as psychiatric aides in Dr. 
Pepper’s unit or in other units of the Connecticut Mental Health Center in New 
Haven, as a result of their summer experience. Consequently, it has worked also 
as a recruitment method. 


The existence of the unit and, in particular, the manner in which it has 
related itself to its community —has had a dramatic effect on the number of 
people seeking outpatient psychiatric services. Prior to 1966 when Service Three 
first went into operation, the population of the catchment area had available to 
it the outpatient services of the Connecticut Mental Health Centre in New 
Haven, which it shared with any other residents of the New Haven area. And 
prior to 1966 the largest number of persons from the catchment area seeking 
psychiatric help in the outpatient clinic of the Connecticut Mental Health Centre, 
New Haven, was 190 to 200; the average number per annum was approximately 
160. In its first year of operation, Service Three treated 325 patients in its out- 
patient clinic. As we noted earlier, in 1967 it was predicted that it would treat 
approximately 600 patients, based on the fact that by July 1967 about 300 
patients had sought help. All of these patients were found to be in need of 
psychiatric help. They received, in the outpatient clinic, classical psychiatric 
therapy; that is to say, they received psychotherapy in varying degrees of intensity 
over various periods of time, ranging from one session per week for several weeks, 
to three sessions per week for several months and up to two years. Psychotherapy 
may be given either on an individual or on a group basis, depending on the indi- 
cations of the illness itself. Psychotherapy is sometimes supplemented by drug 
therapy. Electroconvulsive therapy is used very rarely, and labotomy and insulin 
coma therapy are not used at all. 


It is obvious that there is an escalating manpower problem in the outpatient 
clinic of Service Three, as the population of the area becomes increasingly aware 
of the nature of the resources available to those in the population who suffer 
from psychiatric illness. This problem is being met in part through the training 
of a group of non-professional mental health workers to do psychotherapy (both 
individual and group) under supervision. The workers so trained are designated 
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officially as psychiatric aides and are paid by the state as civil servants according 
to the schedule of pay applicable to this grade of worker in the State Department 
of Mental Health. The psychiatric aides are recruited from the catchment area 
itself, for the particular purpose of providing additional employment opportunities 
for the population of the area, as well as to further educate the local population 
through their involvement with the work of the Service Three Unit. 


In addition to the training program of non-professional mental health workers, 
two special projects of an experimental nature are of particular interest. The first 
is a community mental health program. On one morning of every week, local 
public health nurses, teachers, general practitioners, probation officers, child wel- 
fare agency workers, police, and politicians come to the clinic to receive instruc- 
tion and to observe the work of the clinic. Their purpose is to explore ways in 
which they can improve the quality of their own work in relation to individuals 
suffering from mental illness with whom they come in contact. It is not the aim of 
this program to train the individuals concerned as therapists. It is rather to make 
them more adequate in their relations with the mentally ill in their everyday work 
and neighbourhood environment, so that they can contribute to the creation of 
a social environment in which the mentally disadvantaged person will be able to 
function more successfully and will receive maximum benefits. Dr. Pepper has 
premised this program on the assumption that it is highly undesirable to have a 
social environment for a patient which is undoing the gains that he is able to 
make through his therapeutic relationship with the clinic. Through this program 
Dr. Pepper also hopes to have some impact on the levels of mental health in the 
community at large, by improving the quality of interpersonal interaction where- 
ever possible. 


The second special project is the work of Service Three in inaugurating new 
forms of cooperation between both agencies and specific individuals in the catch- 
ment area, and the clinic. The following example may be cited. A local clergy- 
Man came to the clinic and offered to undertake a group follow-up program 
whereby patients who are discharged from the hospital could come regularly as 
a group to see the clergyman for assistance in their adjustment to life outside 
the hospital. The clergyman works under the supervision of, and in coopera- 
tion with, a psychiatrist. The underlying concept of this program is to explore the 
availability and utilization of the human resources of the community, so as to 
expand psychiatric services through education and training, partly of a formal 
Nature and partly of an informal nature. Service Three is still in an experimental 
‘Stage, and Dr. Pepper adopts the principle that a variety of new devices, plans 
and instrumentalities should be explored, tested out and discarded when they are 
hot effective, but strengthened and expanded when they work. 
It must be understood that Service Three has the advantage of being 
associated with a great university. It is not easy to imagine something similar 
taking place in Sault Ste. Marie, Timmins or Sarnia. Nevertheless, it is a model 


| 
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of what is desirable, and it demonstrates a range of new clinical resources in 
mental health through imaginative organization and utilization of professional, 
subprofessional, community and private resources. 


By refusing to accept the idea that the severely mentally ill should be more 
or less permanently hidden from the community, and by insisting instead that 
the community continue to accept the mentally ill person as belonging to it, 
Service Three is trying to enlist as many natural community resources as pos- 
sible in prevention and rehabilitation. It is hoped that the program will eliminate 
the necessity of vast artificial institutions with groups of professional and semi- 
professional personnel performing services, some of which are made necessary only 
by the institutional arrangements themselves." 


The current frame of mind of mental health professionals in Ontario as 
reflected in field interviews is one of general opposition to the Ontario Hospital 
system. There is also a great deal of uncertainty and difference of opinion about 
what should replace it. The proposition is advanced here that a number of pilot 
projects in the design and operation of comprehensive community mental health 
centres should be undertaken: one in a large metropolitan area, one in a small 
city-rural area, and one in a town-rural area. The transition to community 
mental health centres might best be envisaged as a long-term objective achieved 
through a series of transitions over a period of time. 


Coordination of Community Resources 


Almost everywhere in the province the effects of the centralization and bureau- 
cratization of various services into separate domains is presenting difficulties in 
the achievement of adequate coordination and utilization of community resources. 
An additional difficulty is the overlapping jurisdictional boundaries of municipal 
and county political units, welfare, educational, public health, hospital and 
ADAREF district units. The absence of common jurisdictional boundaries impedes 
close cooperation between the various agencies which are supposed to be respon- 
sible for many facets of the patient’s experiences before, during, and after his 
treatment in hospital. 


Community mental health centres could serve as coordinates of the various 
public services affecting the mental health of the community. In the meantime, 
every effort should be made to remove these barriers to more effective utilization 
of community resources. 


internal Organization of the Hospital Administration 


Certain steps can be taken to improve the functioning of the existing Ontario 
Hospitals. The first, a step which has been taken already, is the introduction 


11Field interview with Max Pepper, M.D., Director, Service Three, Community Mental 
Health Centre, New Haven, Connecticut. 
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of lay hospital administrators to relieve psychiatrists of the burden of administra- 


tive work, for which most are not specifically trained, and to release them for 
therapeutic work with patients. 


There are other aspects of the administrative reorganization of the hospitals 
that require comment in this connection. The reformed administrative structure 
could assume the form shown in Figure 12.1. 


| This structure has certain basic weaknesses. For one thing, it places an 
administrator who cannot possibly have a deep understanding of the work of 
the hospital in a position of authority he cannot properly exercise. Therefore 
the hospital administrator should be the chief business manager, working under 
the direction of the professionals who alone can set policies and priorities for 
the hospital. 


| 
| 


In this structure psychological and social work services are not given the 
| autonomy that nursing services receive. In the light of the facts established earlier 
in this report, that psychologists find they can work most satisfactorily with 


| 


Figure 12.1 
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others of their own profession and that top rank clinical psychologists are not 
attracted to working in a system in which their professional autonomy is granted 
to them (if at all) by doctors, it would be a further improvement to have a 
structure in which the chief of psychological services is on a par with the clinical 
director. In this structure the clinical director would be responsible for psychiatric 
and medical services; the directors of social work and psychological services would 
be responsible for their respective areas. 


An alternative model adjusted to accommodate these criticisms is presented in 
Figure 12.2. 


Figure 12.2 
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This organization of decision-making within the hospital has the advantage 
of applying to the operation of the hospital itself the team concept that is general 


policy for ward services. It provides for coordinated policy-making at the top 


a 


and for services at the ward level. 


There are obstacles in the way of implementing this concept. At present there 
are not substantial numbers of gifted, experienced clinical psychologists to assume 
the responsibilities of a Director of Psychological Services. However, unless the 
hospitals demonstrate their willingness to be adaptable on these issues of profes- 
sional autonomy, it is unlikely that there will ever be adequate numbers of top 
level psychologists in these services; and no one disputes the fact that they 
are needed. 


Hospitals and Professional Responsibility 


Connected with the question of the proper authority structure in hospitals is the 
question of legal responsibility. 


The utilization of available professional personnel could be improved, if the 
system of legal responsibility were changed within the treatment centres so as to 
recognize existing practices and to have the safeguards already discussed built 
into the service relationships among physicians, psychiatrists, psychologists and 
social workers. This change would have the benefit of removing the entire burden 
of legal responsibility from the doctor, who must now unfairly assume it in all 
cases and circumstances. Also it would improve the manpower situation by 
attracting more bright, well-motivated people into hospital service by giving them 


_ the kind of responsibility for their work that any capable professional person 


wants to have. 


It is apparent that the comprehensive community mental health centre is a 
better institutional house for these reforms, because here the role of medicine 


_would not have to dominate as it does in general hospitals and to a lesser extent 
‘in Ontario Hospitals. But even in regard to the existing Ontario Hospitals, as 


was pointed out before, they are heterogeneous organizations doing many things 
from custodial care to active treatment, to rehabilitation, to day care. In many 
cases, they are not trying to “cure” mental illness, but are trying to resocialize 


people so that they can re-enter the community. This is the essential purpose of 


the ward democracy program in Ward 4A at Queen Street, of the industrial 


therapy programs in most hospitals, and of the milieu therapy program at the 
Clarke Institute. In the narrow sense, this is not really a medical problem, and it 


| 


_is only as a result of the present definitions of legal responsibility that a doctor 


must be head of the treatment team. It is unreasonable to expect a medical doctor 


to take the responsibility for the behaviour therapy performed by a psychologist, 


| 


} 


when it is only the psychologist who is competent to design the therapy and 
evaluate the results of it. 
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To the extent that the Ontario Hospitals are engaged in the process of the 
relief of distress, a doctor should be in charge of the program. But to the extent 
that they are involved in remotivation, in socialization, in teaching people how 
to learn and how to cope with reality, there is no valid reason why a psychologist, 
a social worker, or an occupational therapist should not take charge of the treat- 
ment of a particular patient. A change of name from “hospital” to “treatment 
centre” or “rehabilitation centre” probably would be appropriate. Other profes- 
sions are not justified in saying that the medical model never applies to mental 
illness; in the same way traditional psychiatrists are mistaken in saying that it 
always applies. The truth is that both models apply, and it is the proper course to 
recognize in law what is taking place in practice. 


Rehabilitation and Special Care Homes 


In whatever long-term direction the province’s mental hospitals may evolve, two 
steps should be taken to reduce the problems with which existing mental hospitals 
must cope by returning to society those chronic patients who are able to live 
outside the hospital. 


The Ontario Hospitals are required at the present time to provide care for many — 
long-stay schizophrenic patients who are essentially untreatable in terms of bring- 
ing about any basic improvements by medical and other therapeutic interventions. 
Some of these patients, however, could be rehabilitated to the extent that they 
could be gainfully employed in carefully selected jobs, and could live outside the 
hospital with their families, in adoptive homes, or in special group homes. The 
substantial reduction of the number of these patients in the Ontario Hospitals 
would be likely to have a beneficial effect on the general atmosphere of the 
hospitals and thus make them more attractive work settings for highly 
skilled professionals. 


It has been estimated that 23 per cent of the long-stay schizophrenic men in 
the mental hospitals of England and Wales could be expected to be satisfactorily 
settled in open employment one year after completing a well-designed industrial 
rehabilitation program. Another 22 per cent might be satisfactorily settled in 
special closed or sheltered workshops.!2 The success of the industrial therapy 
program derives from its ability, not to basically modify the illness itself, but to 
counteract the secondary maladjustments to society and living that derive from 
hospitalization. Consequently, with provisions for adequate diagnostic procedures 
to select suitable patients for industrial rehabilitation, and with general planning 
and supervision of the rehabilitation program by professionals, the rehabilitation 
program can itself be run by subprofessional personnel. This subprofessional 
staff could very well receive a job classification within the general category of 


12J. K. Wing, D. H. Bennet, John Denham, The Industrial Rehabilitation of Long-Stay 
Schizophrenic Patients, Medical Research Council Memorandum No. 42, London, 
1964, p. 20. 
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mental health workers. The special orientation towards the problems of chronic 
mental patients in a rehabilitation program could be made available by community 
colleges, if they also were staffed to undertake the academic instruction of other 
types of mental health workers and nurses. 


The government could increase its aid to the homes for special care pro- 


grams and thus encourage more families to provide homes for patients who will 


not benefit from further active hospital treatment, but who are capable of living 


- outside the hospital. 


Conclusion 


In conclusion, the importance of establishing comprehensive community mental 


health centres as part of a forward-looking, constructive social policy must be 


_ stressed. An incidental, but by no means negligible, social benefit to be derived 


from the creation of a system of independent community-operated mental health 
centres would be the decentralization of institutional structures in the province. 


Under the pressure of public demand for improved services and with the assist- 
ance of modern science and technology, it would be possible for the province to 


drift into the establishment of vast, bureaucratic, centrally controlled institutional 
structures which are dehumanized and dehumanizing, and which have less and 


less relationship to the ongoing life of our communities. In the field of mental 


health it would be all too easy to create antiseptic hospitals to which the mentally 
ill could be removed, sedated and largely forgotten by the communities from 


which they have come but which should be taking a continuing interest in, and 
some responsibility for, their well-being. As mental illness becomes better under- 


stood, new generations will be better prepared to assume more responsibilities 
more successfully for the long-term care in the community of persons who have 
had severe mental illnesses. The long-term development of our hospital system 


Should be premised on this more hopeful outlook; it should not be structured and 
should not function in a way that will inhibit this social growth. 


It follows from this position that, although the psychiatric wards now estab- 


lished and being established in general hospitals represent an improvement in the 


} 


province’s hospital services to the mentally ill, they should be seen as an interim 


solution. Meanwhile a better system should be tested and evolved utilizing the 


concept of community mental health centres capable of providing the whole range 
of mental health services needed by communities. 


Chapter 13 Services for Emotionally 
Disturbed Children 


Because of the shortage of hospital and outpatient services for emotionally dis- 
turbed children and adolescents, and the controversy that has often surrounded 
such services as have been available, they deserve some special attention. The 
major issue is the shortage of these facilities themselves. Related issues are legis- 
lation and accrediting procedures for the maintenance of standards; professional 
and subprofessional staff requirements and treatment policies; financing research; 
and the location and nature of facilities. The following discussion is divided into 
inpatient facilities and outpatient facilities. 


Inpatient Facilities 
Shortage of Facilities 


The Ontario Hospitals are not well suited for the treatment of emotionally dis- 
turbed children. These children for the most part suffer from problems of per- 
sonality development which produce disturbances in their relations with other 
persons and in their behaviour. Ego capacities such as speech, thinking, learning — 
and so on also suffer impairment of growth. Relatively few suffer from psychoses, 
although this severe form of illness occurs in children, and good institutions are 
needed for them. If is not clear that Ontario Hospitals provide the best environ- 
ments for the treatment of adults, they are certainly inadequate for children. 
Indeed, few children suffering from emotional disorders occupy beds in Ontario 
Hospitals. Most of the children in care in institutions operated by the Depart- 
ment of Health suffer from organic mental deficiency. 


According to the Ontario Department of Health figures for 1965 the patient 
population in Ontario Hospitals for that year consisted of 2,542 patients under_ 
fifteen years of age; 2,963 aged fifteen; and 17,749 patients of all ages.* 1 In-order 
to interpret the significance of these figures however, it is nee to note the 
statistics given in Table 13.1. m4 


As the table shows, although there were 561 children’ under fifteen years of age 
admitted to Ontario Hospitals in 1965, only twenty-eight suffered from psychosis 
and ten from neurosis. The other 523 were admitted for various organic disorders. 


1See 99th Annual Report, Mental Health Division of the Department of Health, Ontario, 
1965, Table VI. 
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TABLE 13.1 
First Admission by Diagnosis and Age Group 
Seer 


Age Group 
Diagnosis 0-14 15-24 Total 
G.P.1.,1 Syphilis of C.N.S.? — — 6 
Schizophrenic disorders pe 259 1.118 
Manic-depressive — 17 229 
Involutional melancholia — — Paw 
Paranoia — ] 81 
Senile psychosis — — 389 
Alcoholic psychosis ~—- 3 Lay, 
_ Epileptic psychosis — ri 22 
_ Psychosis with mental deficiency 4 Ip: =, 
_ All other psychosis 2 28 342 
Total with psychosis 28 330 3,095 
Psychoneurotic disorders 10 235 1,116 
_ Alcoholism with psychosis 7 — 25 690 
_ Mental deficiency without psychosis 393 ilo | 633 
_ Epilepsy without psychosis 42 33 105 
_ All other with psychosis 88 489 1,061 
- Total 533 933 3,655 
| Grand Total peste esi eh i) acme 
rate ee aE SL pa i al ce a RR aes le 


1General paralysis of the insane. 
2Central nervous system. 


SourRcE: 99th Annual Report, Mental Health Division of the Department of Health, Ontario, 
1965, Table XII. 


Also, of the thirty-eight patients admitted to Ontario Hospitals with emotional 
disturbances, it must be realized that a good proportion would have been 


_ admitted to Thistletown Hospital, which treats only children with emotional dis- 


turbances, or to the CPRI. Consequently, it is unlikely that any such child 
patients were located in other institutions; or if any, the number would be 
very small. 


No additional Ontario Hospital services should be provided for emotionally 
disturbed children. 


The Department of Health operates the Thistletown Hospital and Warren- 
dale in the Toronto area, and the Children’s Psychiatric Research Institute in 
London. The former treats emotionally disturbed children only; the latter treats 


_ Inainly (approximately 75 per cent of their cases) children suffering from organic 
_ Mental dysfunctioning with some services for emotionally disturbed children. Both 
institutions provide excellent services, but they could not be considered models for 
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further development. There is an overwhelming need for community-based ser- 
vices, and these institutions must serve large regions of the province. In 1966 
CPRI provided residential treatment for approximately 400 children (it has 110 
inpatient beds) under the age of twelve years drawn from southwestern Ontario. 
The Thistletown Hospital receives patients from all over the province. In 1966, 
it had sixty-four children in treatment, aged six to twelve. The essential difficulty 
is that the hospital’s treatment policies are based on the recognition that in most 
cases the entire family of an emotionally disturbed child needs treatment, and in 
all cases well-planned and well-executed post-hospitalization follow-up is neces- 
sary. These policies cannot be carried out adequately when the families of the 
children live at great distances from the hospital. Geography influences the 
quality and outcome of treatment. 


It might at first appear that the psychiatric wards of general hospitals might 
offer a convenient solution to the problems created by geography. But for a 
number of reasons it is not realistic to assume that general hospitals can make 
a very substantial contribution to the expansion of these services for children. Not 
many general hospitals now have services for emotionally disturbed children. For 
example, Victoria Hospital, London and Western Hospital, Toronto have adole- 
scent services, but patients must be sixteen years of age or older. Furthermore, 
it is difficult to develop all the essential ancillary recreational, educational and 
social facilities needed for an adequate treatment environment for adolescents 
or children in a general hospital. General hospitals require constraints on the 
duration of stay. The usual limit is two months. Yet this period of time is not 
adequate for the treatment of severe disorders in children and adolescents. Coa- 
sequently, these hospitals are not well suited to provide the kind and quality of 
residential treatment and care that is needed. They have a very important special 
role, however, in the treatment on a short-term basis of children who suffer from 
an associated physical health problem which requires hospital treatment itself, 
and in the provision of short-term emergency treatment. 


Children’s hospitals such as the Sick Children’s Hospital in Toronto is an 
exception, because it is not a general hospital. But it is also an exception because 
it is the only one of its kind in Ontario. The hospital could provide comprehensive 
psychiatric treatment, but until very recently it has neglected this service com- 
pletely. Psychiatric facilities are now recognized as the hospital’s most pressing 
need. It has a plan for a twenty-bed inpatient unit which will give treatment of | 
up to one month’s duration for children from eleven to fifteen years of age. 
The limitations applying to other general hospital services will also apply to it. 


The main burden for treatment has been carried by private residential units 
such as Browndale (formerly Brown Camps Incorporated), Craigwood, Earls- 
court, Lynwood Hall, Maryvale, Mme. Vanier, Mt. St. Josephs, Sunnyside, Boys 
Village, Hinks Memorial Clinic, and others. Of these the Hinks Memorial Clinic 
stands by itself, in that it is a small private psychiatric hospital specializing in 
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the treatment of children. It gives short-term treatment and care up to a maximum 
of one year for children aged twelve to sixteen. It can accommodate sixteen 
children. These institutions are providing the long-term, intensive treatment and 
care that is needed by severely disturbed children and by children with lesser 
disturbances but without adequate familial support. By far the largest single 
service is Browndale. Exact data are difficult to obtain; but if there are approxi- 
mately 600 children in institutions of this type in Ontario, approximately one- 
third of them are in services provided by Browndale. 


These facilities are not adequate to serve existing need. Mount St. Joseph’s 
Children’s Centre, Hamilton, offers places for sixteen patients. In 1966 it received 
applications for twenty children it could not accommodate. Sacred Heart Child- 
ren’s Village with places for forty boys turned down applications for one half of 
the forty-six applications for treatment made in 1966. Craigwood, near London, 
was able to take thirty-two of the fifty-eight children for whom applications were 
made. Sunnyside Children’s Centre, Kingston, was able to accept twenty-three of 
thirty-three applications. This pattern is fairly consistent right across the province. 


A study conducted by a research group at Boys Village provides some measure 
of the extent to which residential treatment services are in short supply in the 
Metropolitan Toronto area. The study was based on a sample of 130 children who 


_ were diagnosed by a psychiatrist, between October 1966 and November 1967, as 
emotionally disturbed and requiring institutional care and who were either 


temporary or permanent wards of Children’s Aid. The intake agency was asked 
to report the degree of urgency involved in each case in terms of the amount of 
delay possible without serious risk of ill effects, and the amount of anticipated 


_ delay in receiving treatment. Tables 13.2 and 13.3 present the result. 


Because a few of the questionnaires were not completed, eleven had to be 


_ rejected from the first table and fifteen from the second, thus causing a small 
numerical discrepancy. The basic fact, however, emerges quite clearly. There 
_ are more children of all ages in need of immediate residential care than there are 
facilities available for them. Sixty were deemed to be in need of immediate 
treatment; only forty-four children were expected to be able to receive it. 


TABLE 13.2 


Amount of Delay in Treatment Acceptable for a Sample of Emotionally 
Disturbed Children 


Age of child 


Urgency of treatment 9 or less 10-12 13 or older 
Immediate treatment needed i hy 28 15 
3-month delay possible 42 4 9 

_ Greater than 3-month delay possible 2 1 1 


| Source: A. Grant, Study conducted by Boys Village, Downsview, Ontario, 1967. 
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TABLE 13.3 
Amount of Delay in Treatment Anticipated for a Sample of Emotionally 
Disturbed Children 


Age of child 


Anticipated delay in treatment 9 or less 10-12 13 or older 
No delay 12 14 18 
3 months 44 10 6 
More than 3 months A 6 1 


Source: A. Grant, Study conducted by Boys Village, Downsview, Ontario, 1967. 


This finding has been confirmed by our own field interviews and by the 
results of our questionnaire survey. Of the children who were not deemed to be 
in urgent need of immediate treatment, thirty-five were thought to require special 
interim care during their waiting period at the receiving centre, in specialized 
foster homes, or elsewhere. 


The factors in the child’s life leading to his referral to a Children’s Aid 
Society include the parents’ inability to control the child, their inability to pro- 
vide general care for the child, parental rejection, the child’s behaviour at school, 
and his behaviour at home and in the community. In this sample of children 
these factors were of approximately equal weight, with two exceptions: the 
parents’ inability to provide general care for the child, which was somewhat more 
frequent a factor than the others; and behaviour problems at school, which was 
applicable as a reason for the referral only in a very small percentage of cases.? 


It is of urgent importance that vigorous steps be taken to expand residential 
treatment resources in the province for emotionally disturbed children. The 
means for achieving this objective are not so clear. A suggestion will be made 
in the conclusion. 


Legislation and Accrediting Procedures 


Inpatient facilities for emotionally disturbed children are available in the following 
settings established under different statutes of Ontario: 
1) Psychiatric hospitals 
a) Children’s mental hospitals (The Children’s Mental Hospitals 
Act, 1960) 
b) The Clarke Institute of Psychiatry (The Public Hospitals Act 
and the Ontario Mental Health Foundation Act, 1965-1966) 
c) Ontario Hospitals (The Mental Hospitals Act and the Psychiatric 
Hospitals Act) 


2) Psychiatric units of general hospitals (The Public Hospitals Act) 


2] am grateful to Miss Alma Grant of Boys Village research staff for these data. 
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3) Private residential centres 
a) Children’s institutions (The Children’s Institutions Act, 
1962-1963) 
b) Boarding homes (The Children’s Boarding Homes Act) 
c) The C. M. Hinks Treatment Centre (The Community Mental 
Hospitals Act) 


With the exception of children’s institutions and boarding homes, all are 
essentially psychiatric facilities operating under statutes administered by the 
Minister of Health. (“Psychiatric facilities” are designated as such by the Mental 
Health Act and are listed in the Schedules to the Regulations made under that 
Act.) These statutes lay down specific regulations which govern the organization, 
standards, financing, and so on, of these facilities. Regulations for those facilities 

which offer services to children and adults have no specific reference to children, 
but it is understood that these regulations apply to them as well. 


The Children’s Institutions Act and the Children’s Boarding Homes Act, by 
contrast, are administered by the Minister of Social and Family Services. 
Facilities established under their authority are not necessarily psychiatric facilities, 
although some may be approved and designated as such under the Mental 
Health Act. 


Under the Children’s Institutions Act, a “children’s institution” is defined 
as “building or buildings maintained and operated by an approved (approved 
‘by the Lieutenant Governor in Council) corporation for children requiring 
‘sheltered, specialized or group care ... .” The Act makes provision for: 


1) Grants and subsidies to be available for the building and main- 
tenance of such institutions. 

2) The inspection of institutions and the accounts by provincial super- 
visors at least once a year. 

3) Making regulations on educational classes for children, the estab- 
lishment of an advisory board, the conduct of children and staff, 
admission and treatment, qualifications of staff, medical and 
ancillary services, residence, payments, costs, records, and the like. 


There are three types of institutions approved under the Act: 


1) Institutions under Schedule 2 are for children in need of board, 
lodging and care. 

2) Institutions under Schedule 3 are for children with difficulties in 
adjusting to or benefiting from normal family relationships. 

3) Institutions under Schedule 4 are for emotionally disturbed children. 


The regulations prescribed under the Act require that there be a specialized 
program for the care and treatment of residents in institutions listed in Schedule 
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4. The regulations also govern the standards of buildings; meals and accom- 
modation; fire protection, services — religious, recreational, rehabilitative and 
hobby-craft activities; minimal number of child care workers; medical and 
related services — such as dietary and nursing services, minimal annual medical 
examination for residents, and available psychological and psychiatric services 
for institutions listed under Schedule 4. 


Institutions operating under this Act are eligible for provincial aid to cover 
the total cost of the construction of buildings or of additions to existing buildings 
to a maximum based upon the bed capacity of the new building or the addition, 
at the rate of $5,000 per bed. An approved institution is also eligible for a 
subsidy amounting to 80 per cent of its operating costs. 


Children’s institutions may be established under the Children’s Boarding 
Homes Act, which provides even fewer restrictions and less government control. 
The Act requires the compulsory registration with the Department of Social and 
Family Services of any boarding home which houses five or more children. The 
only restrictions placed upon these boarding homes are that they should keep 
a register of the children, and that they should not have more than the prescribed 
maximum number of children residing in the institution. Their registration is also 
subject to cancellation for reasons of poor sanitation and insufficient fire pro- 
tection. Therefore, some boarding homes may have emotionally disturbed children 
under their care and yet have none or few of the professional services which are 
deemed to be necessary for the care of these children. Unlike institutions 
approved under the Children’s Institutions Act, these boarding homes are not 
necessarily non-profitable and thus are not eligible for any provincial aid. 


The Department of Health has made a study of this unsatisfactory situation 
and has published a White Paper on the accreditation of facilities for emotionally 
disturbed children. As a result, an Accreditation Board as well as standards and 
procedures for accreditation were set up in the spring of 1967. The function of 
the Accreditation Board is to determine whether or not facilities which seek 
financial assistance from the Public Treasury come under the Mental Health 
Act.? If the Board determines that the Mental Health Act applies to the facility 
in question, it will be designated as a “psychiatric facility” and will be eligible 
for 100 per cent financial aid from the provincial government. 


The Accreditation Board consists of seven members: a paediatrician, a psychia- 
trist, a psychologist, a social worker, an educationist, a nurse and a hospital 
administrator. Of these, three are government employees. Facilities applying for 
accreditation are surveyed by one of the two Survey Teams of the Board, and on 
the basis of their report the Board makes its decisions. The Board may decide 


’Transcripts of Hearing, Department of Health, February 12, 1968, p. 76. 


to give the applicant 1) full accreditation; 2) provisional accreditation, allowing 
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the facility a limited time to set right any inadequacy; or 3) no accreditation. 


The facility in question is judged according to a set of defined Standards for 
Accreditation of Facilities for the Care and Treatment of Children with Mental 


and Emotional Disorders. These can be summarized as follows: 


} 
} 
| 
| 


1) Administration: 


2) 
3) 


a) 


b) 


Cc) 


d) 


The facility is to be administered by a legally and morally 
responsible body which will conform to the legislation under 
which the facility was established. 

There should be a director and a suitable qualified staff. There 
should also be services of a psychiatrist, a social worker and a 
clinical psychologist where such are available. 

Each child should have a physical examination within forty- 
eight hours of admission and thereafter at least once every year. 
There should be a clearly stated admitting policy. 


Requirements relating to physical facilities. 
Essential services: 


a) 


b) 
Cc) 
d) 


e) 


f) 


Program planning, to provide group activity and therapy; 
education and teaching facilities. Records of these programs 
should be kept. 

Dietary personnel. 

Records must be kept on every child. 

Medications must be prescribed by a qualified medical practi- 
tioner. An approved drug list must be kept and reviewed by a 
psychiatrist and a medical practitioner. 

Where a boarding out or a family care program are maintained 
by a central facility, these should be on an approved list kept 
by the facility, subject to regular inspection; and professional 
personnel should visit each home at least bi-monthly. 

Staff: the number of child care workers must conform to the 
pattern set down by legislation under which the facility was 
established; medical staff full or part time must be appointed 
with at least one psychiatrist and one paediatrician where avail- 
able; minimum nursing care must be provided by public health 
nurses; psychology and social work services must be available 
and easily accessible. 


g) Follow-up services for discharged children. 


It will be seen that the standards set out are of a very flexible nature. They 
dave been drawn to cover a wide range of facilties, because the Committee for 
Accreditation does not wish to advocate any particular method of child care. 
These standards are intended for only those facilities which seek financial assist- 


ince. Application for accreditation is entirely voluntary. 
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At the time of writing a Bill was before the Ontario Legislature which would — 
provide a law for the establishment of accredited residential treatment centres. 
for emotionally disturbed children, both private and public. Some such legislation 
is necessary. It is too early to tell whether or not this legislation will serve to 
guarantee high standards of care and treatment. It appears to offer broad dis- 
cretionary power to government officials, which is to be exercised “in the public 
interest”; but whether such discretionary power is itself in the public interest is 
a matter for debate. It will depend on how it is exercised and by whom. It should 
be exercised by qualified professionals who are experts in the field of child 
treatment. In any event, legislation itself cannot achieve high standards of treat- 
ment. The basic problem that has to be solved is the problem of 
professional development. 


Professional and Subprofessional Requirements and Treatment Policies 


Almost all of the facilities visited or contacted by questionnaire were experiencing 
staffing problems. The problem has two parts— professional and subprofessional 
—and the professional problem must be further subdivided into medical and 
non-medical. Institutions such as CPRI, Thistletown and the general hospitals 
tend to experience no difficulty in securing medical and psychiatric personnel, 
but they do have trouble in finding psychologists and social workers. They also 
find it difficult to maintain an adequate staff of child care workers, who form the 
backbone of the care resources. 


The problem shifts when one considers the private residential centres. All 
or most of these centres (the Hinks Memorial Clinic is an exception) must satisfy 
themselves with psychiatric services on a consultation basis only, and most of 
them are in a similar situation with regard to psychological services. Most have 
full or part-time social workers, but Masters of Social Work are difficult to 
obtain. The most general shortage is child care workers. Almost all facilities 
were experiencing great difficulties in maintaining adequate care services and 
desirable patient-staff ratios because of the short supply of these personnel. 


The institutions that have least difficulty in obtaining both sufficient numbers 
and highly qualified professional personnel are those that are affiliated with 
medical schools and university departments for the purpose of providing resi- 
dency, practicum and field work training. Hospitals such as CPRI, Thistletown, 
the Clarke Institute, and the Hinks Memorial Clinic all enjoy this advantage. 
Institutions that do not enjoy this advantage have severe chronic problems in 
professional recruitment. Smaller institutions can manage on the basis of consulta- 
tions, but their growth tends to be rigidly limited by the absence of expert part- 
time or full-time professional resources. Some institutions that did not provide 
training for psychiatrists and psychologists were able to do so for social workers. 
Most provided training settings for child care workers. 
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Most of the children in these treatment institutions do not require ongoing 
medical attention, and relatively few receive drugs as part of their treatment. The 
great majority suffer from character and behaviour disorders, and some from 
neurosis. Psychosis is least frequent. Consequently, psychological therapies domi- 
nate, including milieu therapy, individual and group psychotherapy, and counsel- 
ling. It was frequently stressed in field interviews that in the treatment of 
children for whom ongoing physical and mental growth is most necessary, the 
ability to provide intelligent, healthy relationships and experiences appropriate 
to the arrested or regressed state of the child is essential. For this reason the 
quality of the day-to-day care and relationships provided by the child care 
workers is of first importance. Nevertheless, many children with severe illnesses 
will require the attention and treatment of highly trained experts (psychiatrists, 
psychologists or psychoanalysts). Those institutions that have them provide pro- 
grams of psychotherapy according to the needs of individual patients. 


| The single most disturbing feature of the treatment policies of these various 
institutions was the way in which they reflected professional resources. Institu- 
tions that could not gain the services of professionals, except on a light con- 
sultative basis, based their treatment philosophies on the idea that milieu therapy 
is all important and self-sufficient; those that had professional resources for treat- 
‘Ment purposes were able to adopt a broader concept of treatment, which attached 
due importance to the therapeutic intervention of trained professionals. Diagnosis 
‘was always performed by trained professionals. But there is an important problem 
| here as well. How does the diagnosis become adequately translated into an 
effective treatment program unless the persons who make it are deeply and 
thoroughly involved in the treatment itself, at least on the basis of weekly 
observations of the patient and detailed consultations with the child care worker 
in charge of him? Institutions without adequate professional resources are likely 
to encounter difficulty in accomplishing this crucial adjustment of treatment 
to diagnosis. 

Evidently milieu therapy occupies a place of great importance in the treat- 
ment program for emotionally disturbed children in residential settings. Milieu 
therapy is employed by all or almost all of the institutions studied. Whether 
milieu therapy is regarded as a form of treatment in itself, or rather as a care 
program in support of more specific treatment, the personnel who carry out the 
milieu therapy are child care workers. The utilization of child care workers in the 
best residential institutions is premised on two specific limitations: 1) they do 
not design the overall treatment program for the child; 2) they are barred from 
the practice of group or individual psychotherapy. 
| ‘The implication of both these restrictions is that child care workers are best 
utilized in an institution in which their work can be planned and supervised 
by senior mental health professionals; and that these professionals will also be 
available for consultation in relation to specific problems that the child care 
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workers may encounter in carrying out their duties. These limitations being 


understood, there can be no question about the great importance of child care ~ 


workers in the treatment programs of residential centres for emotionally disturbed 
children. There is ample evidence of a widely recognized need for more of 
these personnel who have received careful training for their work. It is also 
in the best interests of these services that child care workers should receive at 
least a part of their formal training in an institution which is independent of the 
centre in which they receive their practical training. The danger inherent in a 
completely in-service training program is that the child care worker will become 
familiar with only one approach to treatment — the one which is typical of the 
institution in which he has received his in-service training — resulting in a 
reduction of his adaptability to different treatment programs in different centres 
and a restriction on his employment mobility. Consequently, the development of 
well-designed curricula in child care work at at community colleges and institutes 
of technology is desirable and should be encouraged. 


Most of the residential treatment centres have a physician consultant, 
often a paediatrician, who can diagnose medical problems and prescribe required 
treatment and medication. Psychiatric units of general hospitals are available, of 
course, for children who have severe organic as well as mental health problems, 
and it is these patients that psychiatric wards in general hospitals are ideally 
suited to serve. However, the great majority of children suffering from severely 
disabling emotional disorders do not have major concomitant organic illnesses. 
As a result, there is relatively little medication prescribed in relation to the 
treatment centre may be safely restricted to that of a consultant available to 
deal with specific problems as they arise. Furthermore, the major forms of 
treatment for children are psychological in nature rather than organic or chemical. 
Consequently, there is relatively little medication prescribed in relation to the 
emotional disorders themselves. The prescription of such medication as is neces- 
sary is, however, a strictly medical function; and where the medication relates 
to a psychiatric disorder, it should be prescribed by a psychiatrist. As far as our 
studies were able to ascertain, this principle is followed by all residential 
treatment centres in Ontario. 


It is generally the case that a psychiatrist is the chief of the services in a 
residential treatment centre, and acts as the head of a treatment team when the 


professional services are organized on the team principle. This situation arises 


out of the fact that the psychiatrist is usually the most broadly educated member 
of the staff and is able to take the most effective overview of the patient’s needs 
and requirements, as well as plan the methods of treatment best designed to serve 
them. However, this role of psychiatry is also in part an accident of the traditions 
of mental health services in Ontario, and of the traditions of education and train- 
ing in clinical psychology and psychiatric social work in Ontario. When one 
examines more closely the work of psychiatrists and clinical psychologists in these 
treatment centres, one finds considerable overlap in their roles when one very 
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specific condition has been fulfilled: whenever a clinical psychologist has had the 
requisite training in psychodiagnosis, in psychotherapy, in treatment planning, 
and in treatment supervision and review, he will be utilized on an equal footing 


with psychiatrists in all of these roles. Consequently, if one takes the view (and 
it would appear to be an altogether reasonable one) that medicine will never 
_ be able to train sufficient numbers of psychiatrists to meet the demand for services 
for psychodiagnosis and psychotherapy in these residential treatment centres, then 


what is most needed is major improvements in the scope and quality of training 
in clinical psychology in the specific areas of psychodiagnosis and psychotherapy. 
If clinical psychologists were trained to an equal level of competence in these 
areas with psychiatrists, then there would appear to be no objection in principle 
to a clinical psychologist’s assuming full responsibility in such a setting for 
diagnosis, for treatment planning, and for specialized therapy, provided that 
he can work in close collaboration with a physician who is competent to diagnose 
and treat any related organic problems. 


The specific role of the psychiatric social worker also emerges quite clearly 
from the day-to-day practice of these residential centres. In the best of them, the 
psychiatric social worker undertakes mental health counselling with the family 
of a patient, to bring about whatever changes are necessary in the psycho- 
dynamics of the family so that the patient may be returned to it without danger 


of a recurrence of his illness. This is a function for which social work is, by 


tradition, admirably suited. But there is no need for the psychiatric social worker 
to be circumscribed in his activities by this function. There are also residential 
settings in which the psychiatric social worker undertakes casework with indi- 


vidual child patients to good effect. In fact, even if we assume that working 
| with the family is the principal role of the psychiatric social worker, we must 


also give full recognition to the fact that in order to do this work effectively, 


_the psychiatric social worker must be thoroughly familiar with the problems of the 


individual child. Consequently, the two functions are clearly interrelated and inter- 


dependent. As there is a severe shortage of psychiatric social workers who are 
well trained for this work, the training of additional staff should have high 


priority in our institutions of higher learning. 


The view was expressed by some physicians interviewed that doctors could 


play a more effective role in mental health if undergraduate training of physicians 
were reformed to provide more opportunities for specialized training. The curri- 
culum of the new health science department at McMaster University has aroused 


considerable interest among physicians in this field. They view with approval the 
‘reform of the undergraduate curriculum to include general medicine and more 
psychiatry, rather than intensive knowledge in other areas of medicine. It was 
argued that there is no necessity for undergraduates in medicine to spend as 
,many hours as they now do studying surgery, when only approximately 10 per 
cent of the graduating class will specialize in this field. In any case, in modern 
Medicine only qualified surgeons are able to practise surgery. It was claimed that 
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an undergraduate curriculum which offers approximately two-thirds of the train- 
ing in general medicine and one-third in psychiatry provides a much more 
useful background of knowledge for the family physician or general practitioner. 
A high level of importance was attached to family physicians with this kind 
of undergraduate training background by the professionals working in the area 
of child mental health. 


Numerous psychiatrists interviewed were of the opinion that the most 
important role of the psychiatrist for the present is that of teacher. They con- 
sidered that the most important contribution a psychiatrist can make in the 
field of mental health today is to impart to others the knowledge and expertise 
he has acquired and in this way multiply its benefits. The motive for this view- 
point is the severe shortage of personnel which is all too evident to the psychia- 
trist working in this field. It is with some reluctance that psychiatrists who are 
primarily motivated to do treatment take this view of their responsibilities. But 
many of them feel that unless more professional and subprofessional diagnosti- 
cians and therapists can be made available, there will be no improvement of the 
present situation in which they find themselves. At the present time, many profes- 
sionals find that because of the way in which the demand for services and the 
need for services outstrips available resources, they are constrained to treat only 
severe and crisis problems, and find themselves frequently unable to inaugurate 
the kind of long-term treatment program which they deem to be in the best 
interest of the patient. 


Although child care workers have to a great extent displaced nurses in the 
residential treatment centres for emotionally disturbed children, there is some 
arguement that this profession could still be utilized for milieu therapy in these 
settings. One reason for supplanting nurses by child care workers has been the 
limited amount of psychiatric training received by nurses in the past. As an 
undergraduate, a nurse receives only three months of extensive psychiatric train- 
ing. Also, in Ontario there are no graduate courses in psychiatry for nurses, 
such as the one offered in Quebec by McGill University. Given these facts, it 
may be more efficient to retain the nurse in her traditional role; for there is 
already an acute shortage of nursing personnel who are able to give general 
nursing care to patients. The addition of psychiatric training courses for nurses 
would not only deplete the existing body of nurses but would inefficiently employ 
personnel trained for another field. 


Most experts in child psychiatry think that it would be preferable to train 
a new profession, such as the child care worker, to undertake milieu therapy 
with mentally ill patients. It is further reasoned that this concept is especially 
applicable to the field of child psychiatry where the area of expertise is highly 
specialized. Nevertheless, this argument does not negate the incorporation of 
more psychiatry into undergraduate nursing education, because the nurse can 
use psychiatric knowledge in her practice whatever her practice situation may be. 
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And nurses with a special interest in an aptitude for psychiatric nursing could 
provide valuable leadership for child care workers in residential treatment centres. 
Furthermore, the view was presented that the public health nurse with psychiatric 
training could play an important role in community mental health. Not only 
could she contribute to preventive psychiatry through her regular visits to families 
and individuals within the community, but she could also play a supportive role 
‘in relation to individuals in treatment. For example, the psychologist interviewed 
at East York-Leaside Mental Health Clinic reported a program in which he 
enlisted the support of public health nurses in the treatment of patients. This 
psychologist would treat a patient referred by the nurse only on the condition 
that she arrange to sit in on the treatment session. Eventually through this in- 
Service training, the nurse learned how to treat her patients in their own homes 
during crisis periods. 


Many residential treatment centres are in need of special school programs 
for children who are unable to attend a public school. There is a lack of 
teachers specially trained in this field. Most psychiatrists interviewed felt that the 
six-week diploma course offered by the Board of Education was inadequate, 
because it was purely academic and offered no adequate practical experience in 
the teaching of emotionally disturbed children. In this connection it may be 
noted that Boys Village is attempting to fill this gap, at least partially, through 
the operation of its day school for emotionally disturbed children. In this school, 
teachers who are in training at the Ontario College of Education in Toronto are 
able to gain practical experience. The notion that special education classes run 
by teachers with some psychiatric background can substitute in any way for 
treatment was rejected by child psychiatrists and other professionals interviewed. 
Financing 
In the past the hospital services for emotionally disturbed children have been 
financed in a variety of different ways according to the nature of the institution 
(general hospital, Ontario Hospital, residential treatment centre). It appears 
that under the legislation now under consideration in the Legislature, complete 
financing by the government under the Department of Health will be available 
for accredited residential treatment centres. The Act also empowers the Depart- 
ment of Health to establish more institutions of its own. It is to be hoped that 
the private sector will take the initiative and obviate any need for the govern- 
ment to create more mental institutions. An increase in government institutions 
would be a retrogressive step; it should be undertaken only if the private sector 
fails, and in such a way that the transition to community control can be 
easily effected. 
| Although Brown Camps Inc. has recently sold out to a non-profit corporation, 
t presents an interesting example of how the private sector can respond on 
2ither a profit or non-profit basis to adequate government incentives in the form 
of per diem allowances for children in treatment. The Children’s Aid Societies 
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with which Brown Camps Inc. contracted for residential treatment of their wards 
paid to Brown Camps a per diem allowance of $26.30 for each child so placed. 
This amount covered all costs incurred in the care and treatment of the child. A 
simple calculation provides a figure of approximately $1,919,900 as the annual 
operating budget of Brown Camps Inc. during 1967, since they had 200 children 
in care. This figure increased substantially in 1968, as a result of both a further 
increase in the number of children in treatment and the increase in the per diem 
allowance from $26.30 to $29.60 on January 1, 1968. Out of this amount Brown 
Camps Inc. was able to finance a rather rapid and substantial capital development 
in the form of the acquisition of residential housing property in several locations. 
Once this initial capitalization process had been completed, Brown Camps 
would have been in a position to provide a much improved service on the basis 
of no increase in the revenues received. Thus from the financial point of view. 
Brown Camps Inc. is an interesting and instructive example of what can be 
achieved on a free enterprise basis through the establishment of residential treat- 
ment centres for emotionally disturbed children. 


There was an irony involved in this development of Brown Camps; for it 
was financed essentially by the Department of Social and Family Services, certain 
senior officials of which were seeking the ruination of the former director of 
Warrendale. The inescapable predicament of these officials was that they had to 
support the Children’s Aid Societies. The Societies, confronted with the problem 
of finding places for disturbed children in residential treatment centres, were 
satisfied to contract with Brown Camps for this service, since they found these 
centres to be at least as good as any others that were available. In any case, at 
that time no placements of any kind were available elsewhere. 


Rather than have government-operated institutions it would be preferable for 
the government to provide per diem grants to institutions that met certain criteria: 
for example, 1) providing service to a manageable catchment area; 2) having a 
certain complement of professional staff in given categories; 3) carrying out a 
sound treatment program. These institutions should be organized and operated by 
groups of professionals or by communities along the lines of general hospitals. 
Essential to any system geared to quality of service is the reduction of 
bureaucracy, and control by qualified professionals and communities. 


Research 


Although the new Accreditation Board established by the Department of Health 
will provide for basic quality control, there remains a need for long-range studies 
of the efficacy of various types of treatment centres and treatment programs. At 
the present time, some research in this direction is being undertaken by Dr. 
Solursh at Toronto Western Hospital and by Boys Village. 


There remains the need for a long-range independent study. At the present 
time, for example, there is widespread criticism of training, treatment methods 
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and procedures at Brown Camps. Retrogressive therapy is questioned by many 
psychiatrists, and even psychiatrists who do not disapprove of it as a treatment 
technique question the use of it by child care workers. It is in the interests of 
these mental health services to have controversies concerning training methods 
and treatment procedures removed as far as possible from the domain of inter- 
professional rivalry and politics, and placed in a context of scientific investigation. 
When this is done, controversy and experimentation become productive. 


: Location of Facilities 


All professionals interviewed acknowledged the importance of instituting therapy 
or counselling programs for the families of emotionally disturbed children. Any 


| 


hospitals of treatment centres with adequate professional resources have inaugu- 


fated such programs to the best of their ability as an essential part of the 
‘treatment of the child. Since these programs can be effectively carried out only if 


families live within manageable distances of the centre, these centres should 


| 


serve limited catchment areas. 


} 


} The second reason for this concept is the importance of close cooperation 
with other community agencies such as the schools, children’s aid societies, 
juvenile court, community recreational centres, and so on. Residential treat- 
Ment centres for emotionally disturbed children therefore should be part of a 
comprehensive community mental health centre, rooted in and linked to 
the community. 
t 


__ Instead of getting into the business of operating residential treatment centres 
itself, the government should be promoting and guiding a transitional phase of 
growth towards such community services. 


Concluding Comment on Merit of Service 


In conclusion, the most important single factor adversely influencing the quality 
of care and treatment for emotionally disturbed children in residential centres 
in the province is a lack of adequate numbers of professional and subprofessional 
personnel. This lack in combination with demand for service creates a tendency 
towards the dilution of service, because too little is being done for too many. 
A number of centres deliberately restrict the number of patients admitted so 
as to protect themselves against this threat to their own professional standards 
of service. Repeatedly in field interviews, the members of the mental health 
professions working in these settings emphasized the need for major improvements 
in prevention and treatment of emotional disorders in children and adolescents, 
supported by adequate follow-up programs which would insure the rehabilitation 
of the patient subsequent to hospitalization. The need for expanded outpatient 
as and for half-way homes for this purpose was strongly emphasized. It 


appears that the creation of a community mental health centre would be a major 
step in the direction of solving some of these problems. 
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Outpatient Facilities 


There are four kinds of outpatient facilities: clinics, private practices, home and 
day centres, and special school facilities. At the present time clinics and 
physicians in private practice provide almost all the mental health outpatient 
services to disturbed children in the province. Clinics further subdivide into groups 
varying according to intensity of treatment. 


These facilities also cover a wide spectrum in terms of the intensity, length 
and quality of treatment they can provide, ranging from private practitioners and 
highly developed clinics to the education-oriented services that treat emotional 
and relationship problems only tangentially, if at all. 


Shortage of Facilities 


Everywhere one finds serious shortages of facilities for the treatment of emotional 
disturbances in children on an outpatient basis. In London, for example, the only 
outpatient services are those at CPRI and the Mental Health Clinic at the 
Ontario Hospital; the Child Guidance Clinic at Victoria Hospital has discon- 
tinued its therapeutic program. CPRI treats mainly retarded children. The 
Ontario Hospital Clinic has long waiting lists and a high percentage of broken 
appointments, because of the large area it serves and the long distances some 
families have to travel to reach it. Fortunately, London relative to other cities has 
many psychiatrists in private practice. 


Some data for major clinics in Toronto and Kingston provide a representative 
impression of the scope of the problem. Demand for services at the Sick Children’s 
Hospital Clinic has forced the psychiatric clinic to restrict its service to approxi- 
mately 1,450 appointments per year. Rather than diagnose a large number of 
patients of whom they can treat only a small percentage, the staff at the out- 
patient service have decided to give quality service to a smaller number of 
patients. Consequently, they must turn away many children who need treatment. 
There are thirty to forty children in treatment at any given time. 


TABLE 13.4 
Number of Applicants as Compared with Those Taken into Treatment at the 
Sick Children’s Hospital Clinic, Toronto, 1966 | 


Patients Applied for treatment Treated 
Children under 5 66 43 
Children 5-11 249 224 
Children 12-21 132 120 
Total 447 387 


Source: C. Hanly and P. Centner, Mental Health Survey, Outpatient Facilities for Children 
(Study 8), 1967. Based on a questionnaire returned by the Sick Children’s Hospital. 
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Table 13.4 provides some measure of the problem, although it is no doubt a 
conservative one since physicians referring to the hospital’s service will be 
familiar with its policy and may well refrain from referring all the patients they 
would like to. 


The reason for the restriction of service is obvious from Table 13.5. It is waste- 
ful to provide anything less than the most effective treatment possible, because 
otherwise the problems will only recur. All of the best clinics have restrictions 
in order to reduce the numbers of patients going from clinic to clinic or returning 
to the same clinic without real remedy. 


TABLE 13.5 


Number of Patients Treated for the First Time as Compared with Those Treated 


Previously (Sick Children’s Hospital Clinic) 


Treated in a previous year 


Patients Treated for the first time at this clinic or elsewhere 
Children under 5 41 2 
Children 5-11 195 29 
Children 12-21 103 fat 
Total 339 48 


SourcE: C. Hanly and P. Centner, Mental Health Survey: Outpatients Facilities for Children 
(Study 8), 1967. 


A similar situation was found in the clinic operated by the Kingston General 


Hospital. These clinics were selected for presentation here because they were 
_Tepresentative of clinics that had specialized outpatient services for children. 


TABLE 13.6 


Number of Applicants as Compared with Those Taken into Treatment at the 
Kingston General Hospital Clinic, 1966 


Patients Applied for treatment Treated 

Children under 5 | ZO 18 

Children 5-11 132 105 
Children 12-21 186 149 
Total 341 oy i 


Source: C. Hanly and P. Centner, Mental Health Survey: Outpatient Facilities for Children 
(Study 8), 1967. 


The same situation exists in community clinics. For example, the Hamilton 


Mental Health Clinic had a waiting list of 250. Immediate attention is given only 
_ to the critical cases; less severe cases must wait up to one year. 
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TABLE 13.7 


Number of Patients Treated for the First Time as Compared with Those 
Treated Previously (Kingston General Hospital Clinic) 


Treated in a previous year 


Patients Treated for the first time at the clinic or elsewhere 
Children under 5 iy] 1 
Children 5-9 96 9 
Children 10-16 136 13 
Total 249 23 


See 
Source: C. Hanly and P. Centner, Mental Health Survey: Outpatient Facilities for Children 
(Study 8), 1967. 


The situation at the Borough of York Child and Family Psychiatric Clinic 
is representative. 


TABLE 13.8 


Number of Applicants as Compared with Those Taken into Treatment at the 
Borough of York Child and Family Psychiatric Clinic, 1966 


Patients Applied for treatment Treated 
Children under 5 4 4 
Children 5-11 Lk 32 
Children 12-21 a7 47 
Total 132 103 


Tae ee ote ee eS ee ee ee ee ee eee 
SourcE: C. Hanly and P. Centner, Mental Health Survey: Outpatient Facilities for Children 
(Study 8), 1967. 


The clinic treats only fifty patients a year —a meagre number, considering 
the size of the catchment area it serves. However, as pointed out above, this 
quality treatment is more worthwhile in the long run than superficial treatment 
given to a large number of patients. 


Clinics are not the only facilities offering intensive outpatient care to emotion- 
ally disturbed children. Private psychiatrists probably provide some of the best 
treatment. However, the number of their clients is limited by time, cost and social 
factors. Dr. Paul Steinhauer, the only private child psychiatrist interviewed, had 
given up almost all his community work in order to devote his time to private 
cases. He still considers teaching essential and devotes several hours a week to the 
Provincial Institute of Trade’s Child Care Worker Programme. Dr. Steinhauet 
insists on collaboration with the entire family, giving therapy to the family and the 
individual on a ratio of two interviews to one. He finds that often problem 
children are the result of a disturbed family that cannot exist as a unit unless one 
member is sick. The task of the psychiatrist is to help the members of the family 
understand and correct this basic flaw in their living. Dr. Steinhauer gives ful 
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treatment to any patient applying for therapy, regardless of prognosis. He reported 
Some success with supposedly untreatable schizophrenic children. Once the family 
and child have decided to receive psychotherapy from him, Dr. Steinhauer makes 
certain they get complete treatment. He sees no point in giving superficial or 
incomplete treatment. 


It is not possible to determine how many more child and juvenile psychiatrists 
in private practice are needed. All that is certain is that there is no danger of 
ever having too many of them at current rates of increase. It has been estimated 
that at least 10 per cent and perhaps 15 per cent of all school children need 
specialized mental health services. 


Legislation and Accrediting Procedures 


There are no accrediting procedures for outpatient clinics per se or for those 
specializing in children’s services. The standards of clinics are maintained through 
the standards of the professionals who work in them. Certain American states 
have legislation for accrediting mental hygiene clinics which require, for example, 
a certain complement of professional staff — psychiatrists being mandatory. Such 
legislation might be considered in Ontario, although no special need for it was 

uncovered by the research for this report. 


Professional and Subprofessional Requirements and Treatment Policies 


What has already been said concerning professional requirements in connection 
with residential centres applies here, except that child care workers have no role 
in outpatient services. 


A questionnaire survey of outpatient services for children was made of forty- 
_two outpatient services in the province. Twenty-eight, or 66 per cent, were 
"returned of which twenty-three are included in the data summarized in Table 
=13z 9. North Bay and Owen Sound reported that their outpatient services had 
"been Closed through lack of staff. Northwestern General has no outpatient 
Service, although one is listed in provincial lists. The Oshawa Mental Health 
Clinic was opened in 1967, and the Ottawa Civic’s outpatient department is for 
adults only. Those reporting and included are Ontario Hospitals: Goderich, New 
Toronto, Port Arthur, St. Thomas, Toronto, Whitby, Woodstock; and Community 
Hospitals: Cornwall General, Hamilton General, Hospital for Sick Children, 
"Western-Humber Memorial, Kingston General, Kitchener-Waterloo General, 
North York, Ottawa General, Ottawa Royal Sanatorium, Queensway General, St. 
Catharine’ s General, Toronto General, London Victoria, Windsor Community, 
-Newmarket-York County, Borough of York Mental Health Clinic. 


The totals in the first column are not compatible with the totals in the last 
Column, because some patients’ totals were given which were not then further 
Subdivided into the categories in the questionnaire (columns 2, 3, 4, 6). However, 


) 
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columns 2, 3, 4, 5 (the sum of 2, 3, and 4) and 6 are consistent with the last 
column, which presents categorized totals. The table shows a rather surprisingly 
high level of applications on behalf of children (anyone under twenty-one years) 
as compared with adults. This is because the data are biased towards services 
that specialize in the treatment of children, although it is possible that even when 
this bias is discounted an increase in the relative demand for child, as compared 
with adult, psychiatry is indicated. 


The table shows, as one would expect, that neurosis is a relatively infrequent 
diagnosis for the age group under twenty-one years as compared with adults, 
and the reverse applies to the diagnosis of character and behaviour disorder. The 
table also confirms the finding that individual psychotherapy is by far the most 
common form of treatment. If one takes individual psychotherapy separately and 
compares it with other non-psychodynamic therapies, one finds that almost twice 
as many patients were treated by psychotherapy. If one compares the psycho- 
dynamic therapies with the non-psychodynamic, one finds that almost three times 
as many patients were treated by the former method. When considered from the 
point of view of the quantity of professional resources in man-hours that is devoted 
to psychotherapy and counselling as compared to other treatment methods, the 
difference is magnified many times: twenty-one times as many hours went into 
treating patients by means of psychotherapy and counselling as went into other 


TABLE 13.10 
Number of Professionals in Twenty-three Outpatient Services in Ontario 


Ratio: Professionals/100 applicants 2-2 
Ratio: Professionals/100 child applicants 5:1 
Physicians a) Psychiatrists 73 
b) G.P.’s 16 
Psychologists a) Ph.D. 14 
b) M.A. 26 

Cc) 1B.A; 9 

Social workers a) M.S.W. 27 
b) B.S.W. 12 

eT Other 16 

Psychiatric nurses 7 
Child care workers 4 
Special teachers 3 
Psychoanalysts 7: 
Other (speech therapists) 2 
Total : 209 


Source: C. Hanly and P. Centner, Mental Health Survey: Outpatient Facilities for Children 
(Study 8), 1967. Based on a questionnaire survey of Ontario outpatient services. 
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methods of treatment. Thus psychotherapy is unquestionably the single most 
important form of treatment. It is all the more important for these reasons to 
consider ways of increasing the number of psychotherapists by increasing the 
number of non-medical psychotherapists. 


The breakdown of staff in the twenty-three clinics included in the summary 
is reported in Table 13.10. The table shows the preponderance of medical 
personnel in these services. There are almost twice as many physicians as psycholo- 
gists or social workers. The comparison of ratios of professionals to patients was 
made by subtracting the three clinics that specialized in treatment of children 
and calculating their aggregated staff:patient ratios separately. The ratios for 
children in these three clinics are strikingly better than the average ratios for 
adult services. Part of the explanation is that the mass-produced treatments such 
as drugs or electroconvulsive therapy that are used with some adults are not used 
with children, and the more time-consuming psychological therapies must be used. 


Table 13.11 shows the distribution of functions among the different profes- 
sionals. The most interesting feature of the data is the relatively uniform distribution 
of the five major functions enumerated among the professions. 


Table 13.12 summarizes the extent and nature of training programs in the 
clinics. The data suggest that the current training programs will perpetrate the 
existing proportions among the three major mental health professions. What is 
striking is the number of psychiatric nurses and child care workers being trained. 


Table 13.13 summarizes data concerning the clinic’s priorities for additional 
staff. Its most striking feature is the high rating given to psychoanalysis, which 
greatly exceeds the rating given by psychiatrists generally. 


The clinic also rated their priorities for additional facilities (Table 13.14). 
The preponderant need is for more clinics in which children can be treated on 
an outpatient basis. 


TABLE 13.11 


Duties Performed by Different Professionals in Twenty-three Outpatient 
Services in Ontario 


Primary Secondary General 
Personnel diagnosis diagnosis Therapist care Education 
Psychiatrist 54 7 66 2° 50 
G.P. 9 5 10 4 2 
Psychologist 19 21 40 7 15 
Social worker 13 21 31 36 14 
Psychiatric nurse 3 1 6 6 3 
Child care worker — ) 3 2 — 


we ee ee Se Be ee eee 
Source: C. Hanly and P. Centner, Mental Health Survey: Outpatient Facilities for Children 
(Study 8), 1967. Based on a questionnaire survey of Ontario outpatient services. 
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TABLE 13.12 


Number of Units Providing Training, Students in Training, 
and Total Teachers Available 


Training provided for No. of units No. of students 
Psychiatrists 8 44 
Psychologists Le, az 
Social workers 6 17 
Psychiatric nurses 4 108 
Child care workers 4 140 
No training provided 7 

Full time Part time Total 
Staff (teaching) 44, 64 108 


a EE Es ee TTT oe cade ta cee es ee Se 
Source: C. Hanly and P. Centner, Mental Health Survey: Outpatient Facilities for Children 
(Study 8), 1967. Based on a questionnaire survey of Ontario outpatient services. 


TABLE 13.13 
Rating of Various Professional Needs by Twenty-three Outpatient Services 


Requirements Rating 1 Rating 2 Rating 3 No rating 
Psychiatrists ut 2 Z 9 
Psychoanalysts 5 6 3 fi 
Psychologists 2 4 4 12 
Psychiatric nurses 2 8 3 6 
Social workers 4 = Z 12 
Child care workers 4 4 4 11 
Teachers = — 1 17 


Source: C. Hanly and P. Centner, Mental Health Survey: Outpatient Facilities for Children 
(Study 8), 1967. Based on a questionnaire survey of Ontario outpatient services. 


TABLE 13.14 
Rating of Various Facilities According to Need 
by Twenty-three Outpatient Services 


Requirements Rating 1 Rating 2 Rating 3 No rating 
Clinics Ls 6 Z A 
Units in general hospitals 8 5 2 8 
Private hospitals 2 Z 3 11 
Others 2 2 3 15 
Ontario Hospitals 1 3 2 12 


Source: C. Hanly and P. Centner, Mental Health Survey: Outpatient Facilities for Children 
(Study 8), 1967. Based on a questionnaire survey of Ontario outpatient services. 
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Field work on the outpatient services for emotionally disturbed chiidren has 
made it apparent that professional cooperation and equal sharing of responsibility 
is the rule rather than the exception. The two factors that seem to act as limits 
are the training of the psychologist, which often falls short of what is needed for 
high quality psychodiagnosis and psychotherapy, and the tradition of medical 
authority, which is reinforced legally, economically and socially. However, in 
numerous clinics where the first factor is not present, full professional parity is 
a practical fact. Even so, it is likely that for the most part and for the foreseeable 
future either clinical directors will have to be psychiatrists, or the clinics will have 
additional difficulties in securing the services of psychiatrists on a full-time basis. 
In general, those services that are supervised by psychologists tend to be services in 
which psychiatrists are not much interested, such as reform institutions and schools. 


The best way to correct this situation is to train more highly skilled non- 
medical psychodiagnosticians and psychotherapists in the form of non-medical 
psychotherapists in a program that will have the confidence of medicine — that is, 
one along the lines suggested by Kubie. 


The outpatient and inpatient services that premise their work on the family 
treatment principle both provide a precise definition of the major role of the 
psychiatric social worker and appear to make the most effective use of his profes- 
sional resources. Because he is trained to do casework with families and to observe 
economic, social and psychological determinants of family problems, the psychiatric 
social worker appears to be ideally suited to undertake psycho-social therapy with 
the families of children who are receiving intensive individual treatment. 


There is, of course, a serious shortage of psychiatric social workers, as there 
is of all the professional and subprofessional personnel in this area. To their 
number may now be added special teachers. Unless this problem is solved, the 
problem to be discussed next also will remain insoluble. 


Location and Nature of Facilities 


Field interviews revealed almost universal agreement among psychiatrists, psycholo- 
gists and social workers who are now operating the province’s inpatient and 
outpatient services for emotionally disturbed children concerning the need for 
many more well-staffed local mental health centres. Mental health personnel, in 
both public and private hospitals, as well as those working in community clinics, 
were practically unanimous that the lack of these facilities is a major gap in the 
province’s mental health services. This gap seriously disrupts the natural, most 
effective, and most economic pattern of utilization of available resources. The 
following flow chart represents what would be considered a desirable system. 


As the chart indicates, the local mental health centre occupies a crucial position 
in the identification-diagnosis-treatment-rehabilitation process in two respects: 1) 
it makes possible the diagnosis and treatment of many patients on an outpatient 
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basis, thus avoiding the necessity of their even having to be referred to an inten- 
sive treatment unit for hospitalization; 2) it makes post-hospitalization treatment 
and rehabilitation practical and more effective for patients who need hospitalization. 
What is most needed, therefore, is not more and more centres specializing in the 
intensive residential treatment of emotionally disturbed children, but many more 
well-staffed community mental health centres which will make possible the effective 
utilization of the existing hospital and residential resources. 


These centres would also go some way towards solving the problems presented 
by the child whose personality growth problems are associated with the permanent 
breakdown of the family of which he is a member, and who must be taken into 
care either in a foster home or in a residential centre. Small residential centres in 
which basic care is provided by child care workers under the supervision of, and 
in cooperation with, professionals at local mental health centres would be feasible. 
More specific intensive treatment also could be given when needed. 


It should be obvious, however, that nothing can be done to improve facilities 
until the basic problem is solved: the training of sufficient numbers of professionals 
and subprofessionals. This shortage in both staff and facilities generates a dilemma 
that was clearly articulated by almost all professionals interviewed in almost all 
clinics visited: should all demands for service be met, however inadequately, or 
Should treatment be given on a selective basis governed by the capacity of the 
clinic to give quality treatment. There is some pressure to see as many patients as 
possible, but most professionals resist it because it results in a rapidly diminishing 


_ Teturn on diagnostic and therapeutic investment. Some small clinics could devote 
most of their time to diagnosis and assessment, but the futility of knowing what 
the problems are without being able to do anything about them is recognized by 
_ everyone. Furthermore, an inadequate treatment program is no better than none 


_ at all, since progress will only be temporary and will be quickly erased when the 


influence of the therapist is removed. Faced with this dilemma most of the clinics 


_ visited, and all of the best organized, best staffed clinics visited, adopt a policy 


of restricting services in the interest of preserving quality. In a just society which 
is-also an affluent society, this method of protecting quality of professional 


service should not be necessary. 


Chapter 14 Mental Health Services in the 
Schools and Universities 


It is generally acknowledged by professionals in the field that the schools provide 
a natural and effective place for the early identification of mental health problems. 
There are two operative factors. First, the school is, for most children, the most 
important social institution outside their family. Their ability to adapt successfully 
to its demands and fully utilize its resources is a major indicator of the quality of 
their family experience and of their long-term personality development. Thus, 
quite apart from its intrinsic educational role which requires it to be able to deal 
with physical handicaps which cause learning problems, the school could function 
as an early warning system for emotional disorders. Second, it is thought by some 
mental health professionals that the school system should include both diagnostic 
and treatment services for children with emotional, developmental and behaviour 
problems. The Hall-Dennis report on public school education in Ontario also 
advocates the creation of school mental health clinics." 


A major barrier to achieving this objective is the unavailability of the necessary 
professional staff. It is not at all clear when, if ever, there will be professional 
staff available for this purpose. The results of even a rather inadequate question- 
naire survey indicate the magnitude of the problem. 


Professional Resources in the School System 


Questionnaires concerning mental health services in the schools were distributed 
to school boards (see Table 14.1). Not all inspectorates in each area received 
questionnaires. Experience indicated that rural inspectorates could not be expectec 
to have any of the services the questionnaire was investigating; therefore they 
were sent only to municipal inspectorates in each of the ten areas. The figure: 
showing actual numbers of professionals do not represent a census except for 
the areas in which every municipal inspectorate returned the questionnaire, anc 


when the assumption that rural inspectorates do not have mental health service! 
is corrected. 


The areas to which questionnaires were sent and returned are listed in thi 


lLiving and Learning, Provincial Committee on Aims and Objectives of Education in th 
Schools of Ontario, 1968. See especially the chapter entitled “Special Learning Situations’ 
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TABLE 14.1 
Questionnaire Distribution and Response 


No. of Questionnaires Percentage 


Area # Description Sent Returned of Total 
1 Northwestern Ontario yd 1 50 
2 Midnorthern Ontario 2, Z 100 
5 Northeastern Ontario 1 1 100 
4 Western Ontario (London) > 4 80 
5 Midwestern Ontario 8 5 63 
6 Niagara (Hamilton) 9 8 89 
TI West central Ontario (Toronto) 10 f 70 
8 East central Ontario (North York) 9 6 67 
9 Eastern Ontario (Peterborough) 5 5 100 
10 Ottawa Valley 2 5 100 

Total Whole province 56 44 79 


I a se 
SourcE: C. Hanly and P. Centner, Mental Health Survey: School Boards (Study 5), 1967. 
Based on a questionnaire survey of inspectorates in ten regions of Ontario. 


_ table. (The inspectorates to which they were sent in each area and those that 
_ feturned them are listed along with a copy of the questionnaire in the appendix 
to this study.) 


| For the purpose of this discussion the most important data on the question- 
_faires were the number and type of professional personnel serving the mental 
' health needs of children in the schools in these different areas. Included in the 
Categories of professional personnel were physicians (psychiatrists and non- 
psychiatrists), psychologists (Ph.D., M.D. and B.A.), social workers (M.S.W., 
_ BS.W. and other), special teachers, and others. There are inescapable ambiguities 
concerning each of these professional categories. A psychiatrist is clearly a mental 
‘ health professional; another physician is unlikely to be, although he may be. A 
psychologist with a Ph.D. may or may not have been trained in psychodiagnosis 
and psychotherapy. For example, an educational psychologist will not usually be 
_ trained in mental health. The same applies to social workers. Psychiatrists inter- 
_ viewed were skeptical about the capacity of special teachers to do anything more 
than teach academic subjects to emotionally disturbed children. This is an 
Important and necessary improvement, but is not in itself an adequate substitute 
_ for treatment based on psychodiagnosis. In the category of “other” were included 
home instruction teachers, special education consultants, guidance supervisors and 
counsellors, speech therapists, social adjustment counsellors, and academic adjust- 
, Ment counsellors. Furthermore, in some cases the professionals were giving only 
| part-time services. These ambiguities and their effect on the data cannot be 
_ quantified and subtracted. However, their net effect will be to make the services 


— 
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TABLE 14.2 
Professional Services in Ontario Schools, by Region 
Area: Actual Number of Each Profession Reported Col. 1 
The Ratio per 10,000 School Children Col. 2 
Profession And the % of the Average Ratio for the Province fol, 3 
| Se SS oe 
1 Z 3 4 5 
Psychiatrists —- —- — —- —- — —- —- — —- —- — —_- — 
Other physicians —- —- — 1> ..3°6835) —- —- — 1) ok Gr) —_- — 
Psychologists 
Ph.D. —_-_—_- — _-—- = —- —- — 10. 19:4:6333) 1 2 
M.A. —- —- — res rou) —- —- — 4 4 (40) 41.@% 
B.A. _- _- =— - —- — —- —- — —- —- — 1 2 
Total psychologists —- —- — Lie Seto) —-_ —- — 14,15 2.678) 6 1.5 
Social workers 
M.S.W. —- — — —_ —_- — esp I afin ai yret se ie Bet a 
B.S.W. ae 1 4%20) °OSEy Sate i 
Other —- —- — —- —- — aa 2 teett— — an 
Total social workers —- —- — 156031) — — — —- —- — 1 @ 
Special teachers 1 9 (15) 17 8. (102) — — — 30911. (183) «9g 
Others —- —- — teed C007) —- —- — 34 3.5 (507) —_- — 


Source: C. Hanly and P. Centner, Mental Health Survey: School Boards (Study 5), 15 
Based on a questionnaire survey of inspectorates in ten regions of Ontario. 


appear to be better than they really are, and they do not appear to be very 
good even so. Table 14.2 presents the most general picture of the availability of 
professional mental health resources in the school areas studied. 


Table 14.2 delineates the availability of various mental health professionals 
in the ten regions studied. For each type of professional in each area, three 
figures are shown of which the first represents the number of professionals of the 
given type serving children in the area’s schools; the second represents the ratio 
of these professionals to the school population in the area; and the third represents 
the number of these professionals as a percentage of the average number for all 
areas. This last figure provides a basis for comparing each area against the norm 
for the province as defined by the average. 


There are only ten psychiatrists serving forty-four of fifty-six school board: 
in the province. All are located in Metro Toronto. Area 7 (Toronto) also ha: 
the largest number of psychologists and social workers, followed by Area 1¢ 
(Ottawa Valley). The Ottawa Valley has a psychologist:student ratio that is on 
and one-half times better than the provincial average, while Toronto’s is onl 
one and one-third times better than the provincial average. Midwestern Ontari 
is precisely average in its psychologist:student ratio. Two areas have no psycholo 
gists at all. These are Northwestern Ontario and Northeastern Ontario. Toront 
greatly exceeds every other area in the number of social workers by all thre 
criteria. It has a greater absolute number; it has the best social worker:studen 
ratio; it is a little more than twice as good as the provincial norm. Toronto als 
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nar hf 


6 / 8 9 10 Total 
—_—_ — & 3s (272) Ie 20) (C45) 1 —_— — —_—_ — — (Or. C10) 
—_—_ — 2 eA + {167 ) —_- — — —- —- — 1 2 oo4) 5 .06 (100) 


a (33) 4 2 (66) at 2. 06) re tO) + 2 (266) 27 .8 (100) 
me (50) 28 -1.. * (200) oot e* GFZ) o 3° (30) Lite en eu) 8 15° (100) 
1 (16) 28 Aa (200) 135 62, GL00) _- - — 1 eA es 28) 44 6 (100) 
8 (44) GO"Z5 2 (133) 43 2. (100) PA ee bie ese GES) 4 «149 2.0 C108) 


oe (53) 18 Sa7 (208) At 2 Mel) —- —- — 1 “a GOI) 24 .2 (100) 
—- —- — 1 .05 (100) — _- —- — 1 1 (300) 4 .05 (100) 
—_ — a Sa) | ol Oates ee ———— — — (100) 
1 (40) L938.) 4202) Ay Ee L509 —- —- — Lore Din ASB) 28. <39° G00) 
Sem?. (109) TD © (52) 56 4. (70) As .6 (102) #4399 2h. (359) 46 482,.6> 1.6100) 
i. (145) 9 “54 658) 3 ge lry 422) _- —- — —- —- — 5). gt E00) 


relies less on special teachers, whereas Area 4 relies very heavily on them. Area 4 
makes by far the greatest use of special teachers of any school region. Area 4 
has two and one-half times the special teacher:student ratio that is the norm 
for the province. 


In general, when the distribution of mental health professionals within the 
school regions of the province is analyzed more closely one finds that 1) scarcely 
any substantial progress has been made in introducing effective mental health 
services into the school system; 2) there are not enough professionals to establish 
workable professional:student ratios; and 3) there are gross regional inequalities. 


The relative weighting of each type of professional within each area is exhibited 
in Table 14.3. The numerical value represents the percentage of each profession 
within each area. 


Table 14.3 reinforces the three general conclusions already established on the 
basis of Table 14.2. It also makes very clear that in terms of current training 
practices and professional standards, there is practically no professional base in 
the school system on which to build the services envisaged in the Hall-Dennis 
Report on education. Psychiatrists, for example, represent only 1.2 per cent of 
current professional resources. Ph.D. psychologists, of whom probably most are 
equipped at best to do only testing and assessment but not therapy, number 
only 3.7 per cent. M.S.W. social workers, who also are not trained in therapy, 
comprise only 3.8 per cent of current professional resources. In other words, 
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TABLE 14.3 


Relative Weighting of Different Professions in Mental Health 
Services in the Schools of the Province, by Region 


School area Province 
Profession 1 Z 3 4 5 6 7 8 9 10 Total 
Psychiatrists —- ——- —- —- — 4.6 I — — 1.2 
Non-psychiatrists — 48 — 6 oe eee 2 ee ee oe 6 A 
Psychologists: 
Ph.D. —  -—=,—, 63 +63, 15 22:3 SAS 2 30” See ao 
M.A. —,. 4,8..——) 25 25.0), 6.0162 .2aueeo ae) Oe 1m 
B.A. —> _ «» — — — 63 #15 162 122 — 6 6@ 
Total —  AS~—» 89 37.5,.. 910" 324-7 p40 we ce Oe oe 
Social workers: —- 1 «-— ———dWs —~«~O— 15 104 3.7 — 6° 3a 
M.S.W. 
B.S.W. — 48 — — 63 — 6 —-— — 6 J 
Other — eee i a ei a ae ee ee ee 
Total — 48 — — 63 1.5 11. 3.7 ft —s=F 135, Sa 
Special teachers 100° 81.) “-+/v69™ 56:2 79.0 43:3 "360 7192.3 057-4 eco 


Others — 48 — 14. -— 19 "35.2724 os — 7.6 


Source: C. Hanly and P. Centner, Mental Health Survey: School Boards (Study, 5), 1967. 
Based on a questionnaire survey of inspectorates in ten regions of Ontario. 


the existing resources, quantitatively inadequate as they are, are also functionally 
inadequate for the purposes of a mental health service, since they are limited 
almost entirely to diagnosis, testing, assessment and special education. The missing 
element is therapy. 


Table 14.4 shows the number of professional personnel working for the 
school system in each of the ten school regions deemed by the school board to 
be competent to perform one of five major functions: primary diagnosis, ancillary 
diagnosis, treatment, general care, education. (Ancillary diagnosis is a supporting 
diagnosis — such as an I.Q. test or personality assessment — used in, but not in 
itself sufficient for, making a complete final diagnosis; by “education” in this 
context “special education” is always understood.) The other two numbers in 
each subdivision of the table represent the professional:student ratio with respect 
to the function and the percentage represented by this ratio of the average ratio 
for the province, in that order. 


Table 14.4 sets out the percentage of the professionals in each area who are 
competent to perform the five functions enumerated. It will be noticed that the 
total of these percentages is greater than 100 per cent. This results from the fact 
that a single professional may perform a number of different functions. 


Table 14.4 shows three areas (Areas 1, 2 and 3) as having no diagnostic or 
treatment services in the school system. Area 9 has one diagnostician for every 
20,000 students; Area 8 has one; Area 5 has two; Areas 4 and 7 have three; 
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Area 10 has 4.5; and Area 6 has six per 10,000 students. The best ratio is 
inadequate, and we have already seen that the diagnostic service itself cannot be 
of the best standard because of the gross shortage of highly trained personnel. 


As far as treatment is concerned, the situation clearly is much worse. Ratios 
nowhere exceed one therapist for every 10,000 students, while the provincial 
average is one therapist for every 100,000 students. 


It is only with respect to special education that anything remotely approaching 
adequate ratios is achieved, with the highest ratio being thirteen special educators 
for every 10,000 students. The provincial average is 7.5. However, one must also 
note two regions, Areas 2 and 3, with no special educators and another, Area 1, 
which has a total professional complement of one special teacher. 


If one reflects for a moment on what a special educator can accomplish in 
terms of numbers of students, one can appreciate to what extent the province is 
deficient even in this area. If the children have real learning handicaps, they will 
need individual attention, and a class of twenty would seem to be large. Thirteen 
such teachers could teach only 260 children for one year in classes of twenty. 
Hence only 260 children out of every 10,000 in the school area with the best 
special teacher student:ratio could be accommodated in any year. Some, at least, 
of this number would require more than one year of special classes in order to 
consolidate and maximize benefits. Consequently, fewer than 260 new children out 
of every 10,000 could be accommodated in any year. At a conservative estimate, 
2 per cent of any school population will suffer from a severe mental handicap, 
such as brain damage, retardation or psychosis. Thus approximately 200 of 
10,000 children will have an urgent need for special education of this type. 
Children who are emotionally disturbed and children with organic sensory prob- 
lems are not included in this estimate. Therefore, the best region in the province 
is not even adequate in the area of special education for dealing with the most 
severe cases. 


TABLE 14.5 


Percentages of Professions Providing Diverse Mental Health Services 
to Ontario School Children, by Region 


School Area 


Function i RP rov. 
1 ps 3 4 5 6 y 8 9 10 Total 


Primary diagnosis — — — 6rd 250 Rel se ace he) SSemel Ls 12.3 
Ancillary diagnosis — —_ — $36) 32a 228 a Se O38 12.4 
Total —— . 9 |) — 13.8. 57:8. 26.0% AOA M69. ile 1G 23.8 
Therapy —- — — 5.0 18.8 2.2 — 11.2 Se eae 4.5 
General care — — — 4.4 12.5 5.0 338.0 7 1.8 = 13.8 12.6 
Education 100 — = 71.6) °87,84 38:3) 284.9P | 7A5) OG Sas (pes 


SouRCcE: C. Hanly and P. Centner, Mental Health Survey: School Boards (Study 5), 1967. 
Based on a questionnaire survey of inspectorates in ten regions of Ontario. 
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As far as treatment is concerned, the ratio of therapist:student in the school 
system for the province is 1:100,000 according to Table 14.4. Table 14.5 con- 
firms both the particular (area by area) and the general shortage of therapists in 
the school system. Of the professionals giving mental health services through the 
school system 23.8 per cent are competent to diagnose, or test and assess; only 
12.3 per cent are competent to undertake a primary psychological diagnosis; and 
72.1 per cent are equipped as special teachers. Only 4.5 per cent are therapists. 


The Major Barrier to Improved Services 


Treatment is the major bottleneck. Identification of a problem child usually occurs 
in the school system; rudimentary diagnostic services are available in some areas; 
and in most areas some special classes also are available. For children who need 
treatment as well as special education, there are practically no services. 


One can analyze the process whereby assistance is brought to emotionally 
disturbed children (as indeed, to any other individual with mental health problems) 
according to three stages: problem identification, diagnosis, and treatment. There 
are two major effects of the manpower situation documented above. In the worst 
regions there is a bottleneck at the point where problem identification should 
lead to diagnosis. In the best regions the major bottleneck is moved one stage 
along and is located at the point where diagnosis should lead to treatment. It is 
worth documenting these effects a little more precisely by considering two specific 
local regions which illustrate each rather well. 


Impact of the Lack of Professional Resources in Two Areas 


Huron County was selected as a fairly typical rural area. It is composed of farms 
and small towns. Its largest town is Goderich, which has a population of less than 
10,000. It is not entirely devoid of psychological and psychiatric services, because 
there is an Ontario Hospital located near Goderich. Efforts are being made to 
provide psychological services for children and adolescents in the area outside the 
school system through the outpatient service of the Ontario Hospital, Goderich. 
But although Huron County is in an area which is relatively well supplied with 
special psychological and social services for school children, the professionals in 
these services are located in London and are not available to the schools of Huron 
County. Consequently, its school population of 14,116 students (elementary and 


high school combined) has available to it no mental health diagnostic, treatment 


or special education services within the schools themselves. Neither are resources 
available outside the school system. As reported elsewhere, the Ontario Hospital 
at Goderich has established an outpatient department which in 1966 gave treat- 
ment to two children aged five to eleven, and to twenty-five aged twelve to 
twenty-one. The Hospital has plans for expanding the outpatient services for 
children but continues to experience great difficulty in securing the necessary staff. 
The County Health Officer has not been successful in his efforts to establish a 
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county mental health clinic, in part because of resistance from local politicians, in 
part because there are no professionals to hire even if funds should become avail- 
able. The Children’s Aid Society, which is related only tangentially to the needs 
of a small segment of the school children of the area, is visited once a month by 
a psychologist for consultation purposes. In essence, no services are available. 
Early detection and prevention of mental illness in the schools are empty words 
as far as Huron County is concerned. 


What is the magnitude of the need? Experts state that 10 per cent of school 
children will be in need of and would benefit from mental health services some- 
time during their school careers (during the period of growth between five and 
sixteen years of age). This estimate appears conservative in the light of the studies 
cited in Part One of this report. This means that over any eleven-year period 
approximately 1,400 children in the county will need and would benefit from 
mental health services. But they will never receive them. Even if one adopts the 
premise of this report and takes one-half of these estimates as the basis of a 
realistic immediate goal, one is still confronted with the problem of supplying 
services for 700 children. To treat this number of students, assuming a relatively 
uniform distribution of problem children over time and assuming that intensive 
treatment including special classes would be needed for only one year on the 
average, a team of three psychologists or psychiatrists trained in psychodiagnosis 
and psychotherapy, three psychiatric social workers, and six special teachers might 
prove adequate to the demands of the tasks involved. The fact is that at the rate 
at which current training programs are producing professional mental health per- 
sonnel, there is no prospect of the province reaching this kind of goal in the 
foreseeable future. 


Some impression of the nature of the obstacles in the way of utilizing the 
school system as an early warning system for prevention may be formed by 
realizing that Huron County is only one of many similarly backward rural juris- 
dictions. Society and its official representative, government, may be saved from 
embarrassment by the relative ignorance of the citizens of rural communities con- 
cerning mental health needs and their treatment. But, unfortunately, that defence 
is only a barrier in the way of progress towards a more healthy, productive society. 


For the sake of comparison, an urban area which has relatively well developed 
psychological and social services in the schools was selected. Scarborough School 
Board, unlike most school boards, enjoys the services of a psychiatrist who is a 
specialist in child psychiatry. Dr. G. Barsony spends two-thirds of his work week 
with the school board, of which one-half is devoted to consultations with social 
workers and psychologists working in the schools and one-half to consultations and 
workshops with classroom teachers, principals and guidance teachers. Associated 
with the psychiatrist are six social workers and seven psychologists. However, 
despite its more favourable position Scarborough School Board’s psychological 
and social services are subject to acute pressure from the numbers problem. 
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In order to appreciate the precise nature of this problem, it is necessary to 
remember the role differentiations of the professions. The psychologists with the 
school board are limited by their training to diagnosis and assessment; the social 
workers are trained to do casework with the families of problem children and with 
the child himself at the level of counselling; only the psychiatrist is trained to 
undertake psychodiagnosis and psychotherapy. But the psychiatrist is hired to 
provide consultation services, and not the diagnosis and treatment of individual 
children. Now there are 75,000 students in the Scarborough School Board district. 
If we adopt the 10 per cent estimate of need, there will be 7,500 students who will 
need and profit from mental health services during any eleven-year period, or 
approximately 680 in any one year. In relation to this magnitude of need the 
psychological diagnostic and the social casework services are relatively adequate, 
although there has been a place for one more social worker for over a year which 
has not been filled. But psychotherapeutic services are non-existent in the school 
system, with the exception of some work done by Dr. Barsony above and beyond 
the call of duty. Consequently, the bottleneck which occurs at the first stage in the 
process of identification-diagnosis-treatment in Huron County is removed to the 
second stage in Scarborough because of the lack of psychotherapists. One could 
reasonably ask what is the use of diagnosis unless it is related to treatment. 


Treatment resources, then, must be found in the community if the process of 
identification-diagnosis-treatment is to be completed —that is, if its first two 
stages are to be useful and meaningful. But Scarborough has only one specialist 
in child psychiatry, and he devotes one-third of his work week to operating a 
private practice. Scarborough does have a mental health clinic, but professionals 
with the school board stated that they no longer refer children to it. They have 
found that children have been returned untreated unless they are suffering from a 
psychosis; and very few school children who need psychotherapy fall into this 
category. Consequently, when seen from the point of view of treatment, and 
taking the greater numbers of students and the training of the professionals into 
account, school children in the Scarborough School Board system are not sub- 
stantially better off than are those in Huron County, except for the availability of 
social work counselling for the children and their families based on a psychologist’s 
assessment of the child’s problem, Psychotherapy is still unavailable for child 
or family. 


Limitations in the Role of Special Teachers 


It could always be argued that psychotherapy is not the most important missing 
ingredient, and that what is most needed for children with learning and/or 
behaviour problems are classes conducted by teachers who are especially trained 
‘in teaching and controlling children with such problems. This view is not shared 
by experts such as Dr. Barsony. They see the purposes of the workshops and con- 
sultations that they conduct with teachers as being 1) to familiarize teachers with 
the diagnostic and therapeutic resources made available by modern psychiatry; 
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2) to improve their understanding of the genesis and symptoms of emotional dis- 
turbances and behaviour problems in children; 3) to assist them in identifying 
such problems in school children; 4) to encourage in them an attitude of under- 
standing, so that they can provide the best possible kind of class and school 
environment for children with this handicap. It is not, however, the psychiatric 
consultant’s purpose to train the teachers to be therapists, or to encourage them 
to attempt to establish any kind of special therapeutic relationship with an 
emotionally disturbed child in the classroom. The teaching and the therapeutic 
roles should remain differentiated. Classes conducted by special teachers are useful 
for the education of children with emotional and behavioural problems, but 
cannot substitute for treatment. 


Three Possible Approaches to the Problem 


There are three possible solutions: 1) expand the existing community mental 
health facilities and increase the number of child psychiatrists and psychotherapists 
(whether psychologists or social workers, or psychoanalysts) in private practice; 
2) establish child guidance clinics attached to the school boards made up of skilled 
psychotherapists to do diagnosis, give treatment, and undertake preventive 
measures within the school system; 3) form comprehensive community mental 
health units which would provide outpatient and consultation services to the 
schools. Dr. Barsony is an advocate of the second option, on the grounds that it 
is likely to be most effective and it would generate the most educational spin-off 
to teachers and school officials. 


A model for a child guidance clinic is the clinic in Winnipeg, Manitoba, It has 
a complement of forty social workers, thirty clinical psychologists, and five 
psychiatrists. Thus there exists a much better ratio of diagnostician, therapist and 
case worker to student than is available in Scarborough. For example, the Winni- 
peg clinic has a ratio of one clinical psychologist to every 4,000-5,000 student 
population, whereas the ratio for Scarborough is one clinical psychologist for 
every 10,000-11,000 students. 


All professionals testified to the ability of teachers and principals to identify 
emotional and behaviour problems in children. Teachers are inadequate as far as 
diagnosis and therapy is concerned, but their perception of problems is excellent. 
Consequently the schools could function as an early warning system for preventive 
work in mental health, if adequate support services could be created. This study 
takes the position that the best support facilities would take the form of compre- 
hensive community mental health centres backed up by private practitioners. 


University Mental Health Services 


All of the health services in Ontario’s fifteen universities and the Royal Military 
College of Canada, Kingston, were sent questionnaires concerning their mental 
health services. Seven responded. Laurentian University reported that it was in the 
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process of establishing a mental health clinic on campus, but did not then have 
a service established. Brock University’s service was at a rudimentary stage of 
development. 


A major difference among the others was defined by their relation to the 
university health service and the extent to which psychologists were involved. 
York and Waterloo services were operated by psychologists and Western’s was 
operated by a psychologist-physician. In all Cases, patients with serious mental 
disorders were referred to psychiatrists in the area. This procedure is workable 
with OMSIP coverage for students and with the availability of psychiatrists in 
private practice. The York and Waterloo clinics Operate in conjunction with the 
health service physicians, who are able to diagnose and treat any physical illnesses. 
Otherwise, the psychologists undertake diagnosis and treatment, usually in the 
form of counselling. 


Ottawa, Queen’s and Toronto mental health clinics are integrated with the 
Student Health Services. Since they are staffed by psychiatrists, the referral policies 
at York, Waterloo, Western and Brock are not necessary. 


The University of Toronto has the largest service, but it must also serve the 
largest student population. The service continues to be strengthened and expanded. 
All degrees of illness are treated except those that require hospitalization. 


During 1966-1967, the University of Toronto had 19,282 full-time students. 
Of these 628 were treated for mental health problems at the clinic and received 
a total of 3,291 treatment sessions. Of the 628, 101 had been treated in a previous 
year and 527 were treated for the first time. The students can be subdivided 
according to diagnosis as follows: 


Psychosis 908 | 
Psychoneurosis O18 
Character and behaviour disorders 334 
Other 54 


Six hundred and twelve students were treated by individual psychotherapy and 
sixteen received group psychotherapy. One student was treated by psychoanalysis. 
Approximately 30 to 40 per cent received some medication, kept to minimal 
quantities and used as an adjunct to psychotherapy. 


The University of Ottawa’s psychiatric service is included, as is Toronto’s and 
Queen’s, in the Student Health Service. It is a very rudimentary service, staffed 
part time by one Fellow in psychiatry who acts as a consultant to a resident in 
Psychiatry two hours per week. The resident also is part time and spends a total 
of six hours per week in the clinic. 
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The University of Ottawa has more than 4,000 students. Of these, twenty- 


seven were treated at the clinic and received a total of 105 sessions. Of these 
students, twenty-two were treated for the first time and five were carried over 


from a previous year. 


The nature of these services varies considerably in terms of the period of time: 
during which they have been operating, the type of personnel they employ, and’ 
the purposes they serve. For this reason quantified comparisons are somewhat 
risky and suspect, but perhaps two points can be made on the basis of the data 


in Table 14.6. 


| 


TABLE 14.6 | 

Scope of Treatment for Mental Health Problems at Six Universities in Ontario — 

Percentage of student population Average number of | 

University treated during 1966-1967 services per student | 

Toronto a2 a | 

Western 2.8 2.4 | 
Waterloo 10.8 2 
Queen’s 123) 2.0 

Brock ay: a3 | 

Ottawa Oz) cass : 


ee ee ES eee 
SouRcE: C. Hanly and P. Centner, Mental Health Survey: University Health Service 
(Study 6), 1967. Based on a questionnaire survey of university clinics in Ontario. | 


The experience of Waterloo and Queen’s suggests that Toronto could increas‘ 
the scope of its service three or four times. The percentage figures for Westert 
and Waterloo do not include psychiatric referrals. In no case does the number 0 
treated students approach the 20 per cent figure reported by York, representin; 
the number of students who encounter a serious personal crisis during thei 
university career which poses a threat to their academic achievements and persona 


§ 


and social maturation. : 

On the other hand, Toronto provides much more intensive treatment a 
measured by the ratio of treatment to students receiving clinical service; it 1 
almost twice that of the other universities. Furthermore, Toronto’s treatment 
service is more intensive in terms of the duration of treatment, since almost one | 
sixth of the students receiving treatment in the U. of T. clinic during 1966-196. 
were carried over from the previous academic year. This feature of the servic 
reflects their policy of treating all students irrespective of the magnitude of thei 
difficulties, unless hospitalization is required. | 


One is struck by the extent to which the split between medical and nor 
medical mental health professions is reflected in these services. The services C 


€i 


Queen’s, Western and Toronto are dominated by physicians. The services ¢ 
| 


Waterloo and York are dominated by psychologists. In the case of the latte 
| 


ee 
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medical expertise is brought to bear when necessary through cooperation with 
doctors and through referrals to psychiatrists. This policy provides the necessary 
guarantees for the safety of the students being interviewed for treatment or being 
treated. But it is also true that many of the physicians and psychologists in these 
services consider that the mental health team is the most desirable kind of organi- 
zation of professional resources for these services. Adherence to this concept has 
not been sufficiently strong, however, to bring about a distribution of psychiatrists 
and psychologists among the university services to provide the personnel needed 
to establish interdisciplinary mental health teams in the university clinics. 


There are a number of specific reasons for the development of high quality 
mental health clinics at our universities. First, the social payoff is multiplied when 
students are able to use the educational, training and research resources of the 
universities effectively while they are there. Second, university graduates subse- 
quently enter all the major professions, positions of leadership in industry, public 
life and business. Mentally healthy persons in these occupations generate secondary 
social benefits in many ways. Third, such clinics can provide practicum settings 
for the training of mental health professionals. 


As in the case of other services studied, and despite the fact that six of the 
Seven universities which responded to the questionnaire are much better served 
than are the other post-secondary institutions and any of the public schools, the 
major obstacle in the way of improving the scope and quality of the service is the 
shortage of properly trained men and women. 


Chapter 15 The Department of Reform 
Institutions 


Philosophy of the Department 


The Department of Reform Institutions bases its policies on a philosophy of 
punishment, uniting components of deterrence and reform theories of punishment. 
Recognition of the government’s responsibility to protect society from offenders 
by deterrence is combined with the humane realization that the most effective way — 
of achieving that goal is through the reform of the offender. In August 1965 a 
Statement of Purpose was issued by the Department and announced by the 
Minister, the Honourable Allan Grossman, as the policy on which all programs 
would be based and by which future planning of the Department would be 
guided. The opening paragraph of this Statement reads: | 
The main purposes of the Department of Reform Institutions are (1) to 
hold in custody, for prescribed periods, those persons sentenced by the 
courts to its jurisdiction and (2) to attempt to modify the attitudes of 
those in its care, whether children or adults, to such an extent that their 
actions upon release will be essentially law-biding rather than law-breaking 
and to provide them with the kind of training and treatment that will afford 
them better opportunities for successful personal and social adjustment. 
Any programme within the department must be designed with prime 
emphasis on these two purposes and carried out in such a way that they 
are in consonance with each other. 


This is a progressive philosophy. The report of the Deputy Minister of Reform 
Institutions, 1966, states that “prime emphasis has been placed throughout the 
Department on the need to modify the behaviour patterns of those in its care so 
that they may adopt a more useful and purposeful life in the community when 
released from the institutions”. It is a philosophy that entails the mobilization 
of high quality diagnostic and therapeutic resources. It is, therefore, of some 
interest to consider to what extent the philosophy has been put to work. 


In order to make this philosophy work, two things are needed: a psycho- 
logical science and therapeutic technology; and professional personnel to apply it. 


Psychoanalysis, modern psychiatry, psychology and social work go some way 
towards providing the science necessary for beneficially influencing the psycho- 
social conditions that produce the individual criminal and his crime. Professional 
personnel are, in principle, available; this is not to say that they are available 
in fact. 
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Adult Male Institutions 


Reform institutions vary in type, so that inmates can be segregated according to 


age, custodial requirements, personality and behaviour problems, and _ rehabili- 
tative needs. 


All adult first offenders from the entire province between the ages of sixteen 
and twenty-four, and recidivists aged sixteen and seventeen years are first sent 
to the Ontario Reformatory at Guelph, where they are evaluated for placement 
purposes at the Reception Centre. Such evaluation takes the form of psycho- 
logical testing, case histories and interviews, carried out by a psychologist. As a 
result of this assessment, the inmate may be sent to one of the various industrial 
farms, training centres, and forestry camps; or he may be retained in the Guelph 
Reformatory where trades training, educational programs, and general mainten- 
ance operations are offered him. 


Thus, the major type of mental health Service provided is that of diagnosis 
and assessment, for the purpose of selecting a detention environment for a sen- 
tenced person that is least likely to further impair him psychologically and which 
may benefit him. 


Beyond the psychological assessment Service of the Guelph Reformatory, 
the Neuropsychiatric Centre at Guelph provides Special diagnostic services to 
prison inmates with suspected psychiatric disorders. The Neuropsychiatric Centre 
was established in 1955 in an attempt to improve the psychiatric services pro- 
vided by the Department of Reform Institutions. It provides psychiatric examina- 
tion and some short-term treatment for individuals recommended for psycho- 
logical examination and treatment by magistrates. It receives referrals for diag- 
nosis from all other reform institutions within the province. Referrals typically 
are made for persons with a history of psychiatric disorder, for persons who are 
suffering from a definite form of mental illness, for those in whom there is sus- 
pected some physical damage to the brain, or for those who are unable to adjust 
to prison life. The clinic, under the direction of a general practitioner, is staffed 
by three part-time psychiatrists and a senior psychologist, three part-time trainee 
psychometrists (M.A. students in psychology), and one full-time psychometrist. 
The actual responsibility of directing the clinic rests with the Senior psychiatrist, 
who spends half his working time in the clinic. The other two psychiatrists each 
contribute one half-day per week. The service offered by the clinic is mainly 
diagnostic in nature. Some pharmacological therapy is done, and some group 
and individual psychotherapy. While formal psychiatric therapy may be performed 
by the psychiatrists, most of their work is in diagnosis and assessment. The clinic 
does not attempt to treat psychotic or psychopathic patients who are certifiable; 
these persons are diagnosed, certified and sent to the Institution for the Crimi- 
nally Insane at Penetanguishene. This institution may reject such referrals after 
Observation; and if they are returned to the Neuropsychiatric Clinic, they will be 


330 The Department of Reform Institutions 


sent to a provincial mental hospital or to a reform institution, whichever is 
appropriate. Referral to mental hospitals is particularly indicated and is usually 
carried out, if the offender is a young person and his crime seems to be 
secondary to a psychosis. As a result of improved parole service in the province, 
the number at the clinic who are easy to treat has been reduced, and the clinic 
now tends to receive only severe chronic cases. This being the case, the light 
temporary treatment given to prisoners during their period at the clinic cannot be 
viewed very seriously. In essence, the clinic is a diagnostic centre providing a 
referral and selection service, and temporary drug-induced palliative measures for 
prisoners going through a psychiatric crisis. 


Efforts to inaugurate a therapeutic program in some of its institutions along 
the lines of the California Group Therapy System were initiated by the late V. 
Hartmann. Hartmann was Director of Social Work for the Department. 


The program at the Guelph Reformatory was led by a social worker. He con- 
ducted sensitivity groups for selected correctional officers, who in turn conducted 
group counselling sessions with prison inmates. 


The rationale behind the selection of custodial officers for this purpose was. 
two-fold. First, these custodial officers represent in tangible form the authority of 
the institutions, since they are responsible for the day-to-day supervision of the 
inmates. Thus, they have added to their role as prison supervisors and guards 
the role of sympathetic counsellor. It is hoped that this duality of function and 
relationship will communicate to the prisoners — most of whom are in conflict 
with social authority — that persons exercising such authority are not always or 
necessarily hostile and may be, within the limits of reality, cooperative, sym- 
pathetic and helpful. Second, unlike most professional people, the custodial 
officers usually have approximately the same socio-economic experience, culture 
and language as the inmates. The response of both custodial officers and 
prisoners to the program has been encouraging to those who have developed it. 


The Reformatory at Mimico has embarked on a similar scheme. Here a 
part-time psychiatrist acts as a consultant to the counselling correctional officers. 
The aim of this program is to integrate the services in the institution and to pro- 
vide the inmates with someone who will listen intelligently to their problems. This 
counselling continues until the prerelease stage, when the inmates are referred to 
rehabilitation officers; these officers can be given a better understanding of the 
inmates they deal with through the correctional officer counsellor, Like the Guelph 
program, this also is voluntary. It has had a favourable reaction from the inmates 
and is well attended. 


Millbrook Reformatory, a maximum security institution populated by dis- 
ruptive inmates, sexual deviates, drug addicts, arsonists and escapees, has 4 
capacity of 200 but has no full-time professional staff. Little treatment is offered 
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here, since the inmates are kept under strict supervision and exposed to a regime 
of physical work. Sexual deviates (pedophiles) and drug addicts are expected to 
receive treatment at the end of their sentence at the Alex. G. Brown Memorial 
Clinics, if they request such treatment and if their request is approved. The 
Alex. G. Brown Memorial Clinics, Mimico offer intensive inpatient treatment for 
alcoholism, drug addiction and sexual deviation (pedophilia). The clinics consist 
of three buildings with a total bed capacity of 132. There is no waiting list for 
services, and the patient count at the time the clinics were visited was ninety- 
five. The clinics are part of the adult male institutions and receive referrals 
from these institutions. Only in cases where patients are referred directly from 
the courts is treatment involuntary. On the request of an inmate for treatment 
at the clinics, he is first screened by the parent institution and then referred 

if he is found to be suitable (that is, potentially responsive to treatment). The 
duration of treatment for alcoholics is forty days; for drug addicts, four months; 
and for pedophiles, six months. The inmate who has requested and is selected 
for treatment spends the last period of his sentence here. On arrival, he is 
screened again by the clinic on his I.Q., language, social and cultural capacity, 
which are the criteria used in assessing his suitability for treatment. As soon 

as an inmate is admitted into the clinic, he is considered a patient and treated 
as one. 


Treatment takes the form of individual counselling, group discussion, group 
therapy (distinguished from group discussion in its depth of involvement, in its 
demands for self-understanding, and in the closeness of the group), group con- 
-frontation, didactic programs, recreational therapy and behaviour modification. 


| The clinic is a multidiscipline setting. It does not have a clinic director, but 
the Supervising psychologist acts as the treatment coordinator. It has a staff of 
five psychologists, two psychometrists, three social workers, a part-time physician 
and a part-time psychiatric consultant who spends four half-days in the three 
clinics. Other members of the staff include nurses, seven rehabilitation officers, 
| one full-time and three part-time chaplains. The bulk of the treatment is done by 
the psychological staff whose work lies in the following areas: 1) in diagnostic 
assessment through psychological testing and interviews; 2) in case conferences 
which are a part of the selection procedure and in which they participate with 
other professions; and 3) in the disposition of the patient — that is, the placing 
of him in suitable treatment programs. 

| The psychiatric consultant provides treatment in individual psychotherapy, 
chemotherapy and relaxation therapy. The main responsibility of the physician 
is to examine the patient to see whether or not he is physically suitable for a 
certain work or treatment program. The role of the social workers is somewhat 
less clear-cut; but for the most part, they do group work and casework, and 
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obtain social and developmental information concerning patients. Follow-up work 
is considered an important part of the services offered at the clinic. This work is 
done by rehabilitation officers, up to a period of about a year after a 
patient’s discharge. 


Besides the three reformatories, the Department operates a number of 
industrial farms, training centres and camps situated in the remoter parts of the 
province. The emphasis of these institutions is on vocational training, farming and 
forestry work, combined with some academic training. There are neither full-time 
nor part-time professional staff, with the exception of perhaps a physician in 
two or three places. 


TABLE 15.1 
Treatment Facilities and Personnel in Adult Male Institutions 


Brampton OTC 


Full time: 1 Social Worker 
1 Social Worker Assistant 


Guelph NPC 
Casual: 4 Psychiatrists 
2 Psychometrists 
1 Student Psychometrist 
Full time: 2 Psychologists 


2 Psychometrists 
1 Social Worker 


Millbrook OR 


Casual: 1 Psychiatrist 
1 Psychologist 
1 Social Worker/Chaplain 
1 Assistant Social Worker 


Mimico Clinics 
Casual: 2 Psychiatrists 


1 Psychometrist 
1 Assistant Social Worker 


Full time: 1 Psychiatrist 
5 Psychologists 
1 Psychometrist 
2 Social Workers 


Mimico OR 


Casual: 1 Psychiatrist 
1 Psychometrist 
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Thus, apart from the Alex. G. Brown Memorial Clinics, the therapeutic 
resources of the Department’s institutions are meagre — so meagre, indeed, that 
the rehabilitation philosophy of the Department must be considered little better 
than sincere rhetoric. Professional personnel working closely with prisoners and 
observing the impact of imprisonment on them stated in field interviews that 
such diagnostic and treatment services as are available can, at best, be expected to 
minimize the adverse effects of imprisonment on the mental health of prisoners, 
in the hope that on completing their sentences, they will be able to find resources 
for their psychological and social rehabilitation. Some of the effects of imprison- 
ment on offenders are 1) precipitation of psychotic states; 2) sexual regression 
to homosexuality; 3) depression to the point of preoccupation with suicide and 
attempts at suicide. These harmful and dangerous psychopathological states 
require expert treatment. The most that the professional personnel in most insti- 
tutions can do is to inaugurate temporary steps to reduce their worst effects, 
and to try to protect the prisoner against permanent psychological damage. 


Professional Resources 


The difficulties in which these institutions find themselves have two sources. The 
technical therapeutic problems presented by the psychological rehabilitation of 
offenders are immense, and the environment of the institutions is not conducive 
to solving them. Consequently, the best quality professional resources are needed. 
However, professional resources of any kind are difficult to obtain in this field. 


Table 15.1 summarizes these resources in a number of key institutions. 
There is every indication that this situation will continue unless new solutions 
are found. It is very unlikely that intensification of past procedures will have any 
effect. The effort to develop group counselling utilizing subprofessional resources 
is a welcome ray of hope. It is unclear as yet how stable and how effective this 
program will prove to be. 


Adult Female Institutions 


At present, there are two institutions for women: the Mercer Reformatory and 
the nearby Ontario Guidance Centre. Every female offender is first admitted to 
the Mercer Reformatory, where she receives a medical examination and is sub- 
jected to the same procedure of evaluation and assessment used in male institu- 
tions. The difference is that here there is little to be discussed on the subject of 
placement, since the guidance centre is only a very small adjacent unit and the 
Majority of the inmates are kept at the reformatory. The case conference is more 
important for purposes of planning work, education and treatment programs for 


the inmates than for determining suitable placement. 


In certain respects, the female institutions are better off than the male insti- 
tutions. In the first place, there are fewer female offenders. The ratio of female 


to male inmates in custody during 1966 was approximately 1 to 15.3. Second, 
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almost all female inmates are kept in one place. This policy reduces some of 
the administrative and staffing problems which male institutions have to face. 
Consequently, female institutions have better services and often are pioneers in 
the implementation of changes and experiments in treatment programs. Finally, 
while in the male institutions administration and custody are separated from 
therapeutic services, in the female institutions they are integrated. This integra- 
tion is due not only to the closeness of the administrative staff to every member 
of the professional and custodial staff and to the inmate population, but also to 
the presence of a professionally trained administrative staff. The administrator 
is a psychiatric social worker by training; the superintendent is an M.S.W., and 
deputy superintendent is a psychiatric nurse with a B.Sc.N. degree. Professional 
staff at the two institutions include two part-time psychiatrists who spend four 
half-days per week and three half-days per week, respectively, here; one psycho- 
metrist occupying a Ph.D. psychologist post; and two social workers. The strong 
social work bias may be responsible for the principle of environmental treatment 
which is emphasized in all the programs conducted in the institutions. 


Perhaps most significantly, the integration of administration and treatment | 
services through the appointment of qualified mental health professionals to- 
senior administrative posts reflects the recognition that criminality is not an 
accident of volition but the behavioural consequence of a personality disorder. 
This point of view, acknowledged explicitly by the superintendent, guides the 
formation of administrative and treatment policy. Efforts are made to design all 
aspects of the institution to function as a “therapeutic community”, challenging 
and, if possible, resolving the character and behaviour problems of the inmates 
while supporting and encouraging whatever strengths they may have. 


More specialized treatment takes the form of group counselling sessions con- 
ducted by non-professional staff and group psychotherapy conducted by profes- 
sional consultants (psychiatrists or psychiatric social workers). 


The Mercer Reformatory has been replaced recently by the Vanier Institution, 
Brampton. Despite the comparatively favourable situation of this female institu- 
tion chronic professional manpower shortages make it imperative that the treat- 
ment philosophy of the institution should place the greatest emphasis on the 
“therapeutic community”, which utilizes professions almost entirely as consultants. 
to correctional staff who become responsible for carrying out such therapy as 
is available. 


Training Schools 


There are thirteen training schools in the province: six non-denominational 
schools for boys and four for girls, and two additional schools for boys and one 
for girls operated by Roman Catholic Orders. Although the program in each 
school is designed to meet the needs of the particular children admitted to its 
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care, academic, vocational and recreational training as well as spiritual and 
psychological counselling also are provided. The same procedure and method 
in Classification for placement in adult institutions is employed here: first, by 
analyzing the problem presented by each child through the use of social histories, 
medical, psychiatric and psychological examinations; and second, by deciding in 
staff conferences on a program of treatment and training based on these analyses. 
Classification takes place at the Reception and Diagnostic Centre for Girls, Galt, 
and at the Reception and Diagnostic Centre for Boys, Bowmanville. The average 
length of stay is between two and three weeks. 


The operation of the training schools is based on the Training Schools Act, 
1965 which states that the purpose of a training school shall be “to provide the 
children therein with training and treatment and with moral, physical, academic 
_ and vocational education”. The aim of the schools is, therefore, to provide a 
climate in which children may be helped to modify their attitudes towards other 
people, towards themselves, and towards society, in such a way that their 
behaviour can become more socially acceptable. As we interviewed none of the 
staff and visited none of the schools, we can say little about the prevalence and 
treatment of mental disorders among the children in the schools, except what- 
ever can be deduced from Table 15.2 on professional personnel. 


TABLE 15.2 
Treatment Facilities and Personnel in Training Schools 


BOYS’ SCHOOLS: 


Pine Ridge School, Bowmanville — Reception and Diagnostic Centre 


Casual: 1 psychiatrist 
1 psychometrist 
1 speech pathologist 


Full-time 1 guidance teacher 


Brookside School, Cobourg 
Casual: 1 psychiatrist 


Sprucedale School and White Oaks Village, Hagersville 


Full-time 1 social worker 


Glendale School, Simcoe 
Casual: 1 psychiatrist 


Full-time 1 psychometrist 


Hillcrest School, Guelph 
Casual: 1 psychiatrist 
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TABLE 15.2 (Continued) 
GIRLS’ SCHOOLS: 


Reception and Diagnostic Centre and Grand View School, Galt 
Casual: 3 psychiatrists 
2 psychologists 
1 social worker 
Full-time 1 psychologist 
2 psychometrists 


(8 University of Waterloo students proceeding towards their Ph.D. in 
psychology involved in various research projects at the treatment unit). 


Kawartha Lakes School, Lindsay 


Casual: 1 psychologist 
Full-time 1 psychometrist 


Trelawney House, Port Bolster 
Nil 


PRIVATE TRAINING SCHOOLS 


St. Euphrasia’s School, Toronto 
Casual: 2 psychiatrists 
1 psychologist 
2 social workers 
St. John’s School, Uxbridge 
Casual: 1 psychiatrist 
Full-time 1 psychologist 
1 social worker 
St. Joseph’s School, Alfred 
Casual: 1 psychiatrist 


Jails 


In January 1968, the Department of Reform Institutions assumed responsibility 
for the administration of the thirty-four county jails and two city jails with a 
total population of 53,512 male and 4,718 female inmates (1966). As this 
administrative change has occurred recently, there is little information available 
on the treatment facilities and personnel provided for inmates. 


A General Consideration of Treatment Resources 


The section of the Department of Reform Institutions responsible for Treatment 
Services is comprised of members of the different disciplines of psychiatry, 
psychology and social work. To these, medical and chaplaincy services also may 
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be added. The critical shortage of manpower can be evidenced by the fact that, 
when interviews were conducted in 1968, the posts of Director of Psychiatry 
and Director of Social Work were both vacant and were held temporarily by the 
Director of Psychology, who came into the Department in September 1967. 


As we have seen, no institutions within the system are able to attract the 
services of a full-time psychiatrist. The design and execution of treatment pro- 
grams, especially in psychotherapy, will continue to suffer unless and until other 
professionals acquire skills in psychotherapy. Although forensic psychiatry ranks 
reasonably well as a major interest of Ontario psychiatrists (Table 4.4), the role 
of psychiatry is likely to be limited indefinitely to providing consultations. 


Given the emphasis placed on diagnosis and referral, traditional clinical 
psychology and psychometry can play an important role. Indeed, psychologists 
are the largest single professional group in the service. In spite of this, the Depart- 
ment is having great difficulty in the recruitment of adequate workers to fill the 
existing posts. As mentioned earlier, of the twenty-four posts for full-time Ph.D. 
psychologists in the Department, at the time of writing eight were filled by Ph.D.’s, 
eight were held by psychometrists, while eight were vacant. The qualifications 
set down by the Civil Service Commission for the post of psychologist is a 
Ph.D. and registration with the Ontario Board of Examiners in Psychology or 
qualifications of similar standing (an applicant with an M.A. and several years 
of experience would qualify for registration). In order to improve the services 
available to inmates, it is necessary to have sufficient number of psychologists 
of the right calibre. The Director of Psychology believes that such people could 
be attracted to the field if salaries were increased to a level competitive with 
those offered elsewhere. 


Psychologists (or rather, psychological staff, as psychometrists also are 
included under the term) are involved in both assessment work and treatment in 
the various institutions. The responsibilities of each psychologist differ from 
institution to institution because of the differences in the nature and number of the 
inmate population. At Mimico, for example, psychologists are engaged more in 
treatment than in assessment, whereas in the Reception Centre at Guelph the 
greater portion of their tasks is carrying out tests and appraisals. Treatment by 
psychologists in the institutions takes all the varied forms which are to be found 
in other clinical settings: counselling, group therapy, group and individual psycho- 
therapy, and behaviour therapy. The Director stated, in a field interview, that there 
is no way of measuring the successes and failures of these treatment methods. 


‘The shortage of social workers is even somewhat greater than that of 
psychologists. 


_ In general, professional resources are in a chronic state of short supply 
throughout the system at all levels. 
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Problems of Professional Resources Peculiar to 
Reform Institutions 


There are major manpower shortages in every sector of mental health. But 
reform institutions have problems of their own. The institutions are more depres- 
sing to work in than the Ontario Hospitals. The persons to be treated present 
some of the severest character and behaviour disorders. Funds are not available 
for research. The institutions are often located in areas where professional 
resources are especially scarce. The accumulated result of these factors is a 
general mood of pessimism. 


The view held by the Assistant to the Administrator of Adult Male Institu- 
tions appears to sum up the whole situation in reform institutions. He has 
remarked that the Department of Reform Institutions does not have adequate 
professional staff to deal with the mental health problems of the inmates, nor are 
there adequate resources available outside the Department on which it can rely 
for the treatment services it needs in order to achieve its objective of reform. 
It is true that a number of programs are being carried on in different reforma- 
tories. By and large, however, the professionals involved in providing them dc 
not think that they are sufficient, or as successful as they could be with more 
professional resources available. It is not difficult to provide rather impressive 
statistics for annual reports which may satisfy the general public and the 
politicians; it is more difficult for the professionals in these services to satisfy 
themselves that the first purpose of their work — the reform of offenders —is 
being achieved. 


Whether or not one considers the present treatment facilities and personne 
to be adequate depends entirely on the philosophy one holds on the treatment 0! 
offenders. Some feel that there is still strong pressure in favour of retributive 
custodial policies within the Department, in spite of the Statement of Purposé 
adopted by the Department. These forces make it difficult to progress toward: 
adequate facilities to rehabilitate inmates and help them back on the road t 
normal functioning in society. 


The importance of treatment facilities for inmates of correctional facilitie 
cannot be exaggerated, as long as the Department and the public want it 
reformatory objective to be taken seriously. The development of psychologica 
and psychiatric diagnostic services is necessary and useful for three specifi 
purposes: 1) for presentencing reports concerning the offender, to assist judges iT 
passing sentences; 2) for rational planning of the inmates’ custodial situation an 
program; 3) for handling the severely disturbed psychotic and sociopathic inmate 
who need certification to Penetang or to a mental hospital. The usefulness © 
diagnosis stops at stage 1), however, and falls short of providing the basis for ai 
adequate treatment program aimed at reform unless there are fully developec 
well-staffed treatment services. 
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Bureaucratic and Political Responses to Inadequate Resources 


No one should be encouraged to think that the solution to this problem is easy. 
However, the Department has not always taken steps that will make it any 
easier. Recently the Department has come under attack for the lack of adequate 
diagnostic services to the courts. The response to this demand has been more 
bureaucratic and political than constructive. The Department has decided to 
construct a large building costing several millions to house a provincial diagnostic 
service. The problem inherent in this approach is made perfectly clear by the 
findings of this report: it is relatively easy to erect physicial facilities and acquire 
secretarial, administrative and custodial staff for it, but how will the necessary 
professional staff be recruited? Buildings are visible to the public and may 
generate the conviction that effective measures have been taken to achieve the 
reformatory purposes of our prison system. But might it not be much more 
effective to invest the money spent on a new institution in training programs to 
prepare the diagnosticians and therapists needed by the Department’s services? 


Three Possible Approaches to the Problem 


There are, moreover, three quite different concepts according to which mental 
health services for the Department of Reform Institutions could be developed. 
One is to have all diagnostic and treatment services needed by the Department 
Jocated within the Department. Another is to have some of these services operated 
by the Department itself, while others are provided by independent institutions 
and agencies (for example, by Ontario Hospitals or by private practitioners). 
The third is to have all diagnostic and treatment services provided by agencies 
external to the Department. 


There are at least two decisive objections to the third concept. The Department 
has to have sufficient diagnostic and treatment resources in order to handle 
emergencies and to provide basic services intrinsic to the effective working of its 
institution (such as diagnostic services for placement, and the development of 
group counselling and other programs within the institutions). There is a need 
for the direct influence of full-time mental health professionals within all aspects 
of the Department’s operation in order to support a constructive atmosphere 
and to provide close liaison with other external mental health services. 


} 


Given the difficulty of recruiting needed mental health professionals, however 
—a difficulty which will increase rather than abate in the future — the second 
concept may offer the best guide to long-term resource planning. If many more 
psychiatrists, psychologists and social workers were trained and in practice in 
various extradepartmental services, from private practice to community clinics, 
then the courts and reform institutions presumably would have access to diagnostic 
and treatment services from external sources. 
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The particular advantage of this concept is that it could circumvent the 
difficulty of attracting mental health professionals to the services of the Depart- 
ment of Reform Institutions on a full-time basis. If there were a network of 
community mental health clinics throughout the provinces in which professionals 
could work together on a wide range of problems, three difficulties that now 
plague recruitment could be overcome. These difficulties are professional isolation: 
work in a custodial setting; and work with prison inmates only. The potential 
difficulty inherent in this approach for the Department of Reform Institutions 
is that, unless appropriate guarantees were established, the community mental 
health clinics might fail to provide needed service through lack of interest o1 
through their commitment to other service priorities. However, an interdepart- 
mental program involving the Department of Health, the Attorney-General anc 
the Department of Reform Institutions could provide the necessary guarantee: 
and comprehensive interrelated planning of services necessary to make such ¢ 
concept work. It would also have the great advantages of decentralizing the 
accumulation of professional resources in a few large cities, and decentralizing 
the bureaucratic structures that are rapidly generating a multitude of manager: 
with large staffs without growth in direct service. The growth is, after all, the only 
proper end to be realized and the only justification for a managerial bureaucracy 


But the most important feature of a system in which the courts and reform 
institutions are linked to well-developed comprehensive community mental healt 
centres is the preventive work that can be done. Every senior mental health pro- 
fessional interviewed emphasized the paramount importance of prevention. By} 
the time an individual has been imprisoned for a criminal offence, most of the 
best opportunities for prevention through reform have already been lost. A com: 
prehensive community mental health centre would have the advantage of being 
able to coordinate the efforts of ancillary community agencies and to link the 
courts, the schools and the families concerned to an effective diagnostic servic 
and sound therapeutic programs. 


The “Open Prison” Policy 


The Department of Reform Institutions has embarked recently on a new “opel! 
prison” policy. This policy makes it practical for prison inmates with menta 
health problems to regularly attend a community mental health clinic, as long a' 
planning for the location of these clinics and the location of reform institution: 
can be coordinated. Since the Department has assumed responsibility for count 
jails, these jails could be modernized and used as institutions for the custody 0 
offenders who could benefit from regular attendance at a community clinic. Thus 
potential exists for relatively inexpensive, decentralized, small units in con 
junction with and in proximity to mental health clinics which could provid 
therapeutic services for the reform of criminals. 
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The deployment of professional resources in this way will solve numerous 
problems inherent in the existing system. It will also prove to be more effective, 
by reducing duplication, and by locating problems where they arise and where 
they must be solved —in the communities. There is only one basic difficulty 


with this concept. At present no comprehensive community mental health 
clinics exist. 


Chapter 16 Alcoholism and Drug Addiction 
Research Foundation (ADARF) 


The Scope of the Problem 


The problem of human dependence on chemicals — alcohol and other narcotic 
drugs — which have a detrimental effect on personal health and behaviour is a 
problem of considerable magnitude in the province. Estimates of alcoholism’ 
prevalence obtained by means of the Jellinek formula, based on the number of 
deaths from cirrhosis of the liver in 1965, give a total of 100,120 alcoholics: 
in 1964, while the officially recorded prevalence of narcotic addiction for 1966 
was 953.1 If the total population of alcoholics increases by about 6 per cent of 
the prevalence estimate each year,? the number of alcoholics for 1966 would 
be 112,495, bringing the total of alcohol and drug dependent persons to 113,448 
for the same year. If we examine this problem in relation to other mental health 
problems by comparing this number to the total mental hospital population (22, 123 
including those in approved homes and those on probation),? we can appreciate 
the seriousness of the situation. The magnitude of this problem alone makes it 
extremely difficult to manage and, given the professional resources that we have: 
today, many addicts, especially alcoholics, will have to go without significant 
treatment of any kind. | 
| 
A study of the treatment of alcoholics in relation to mental health resources 
in Ontario has been made by Reginald G. Smart of ADARF. Basing his calcula-: 
tions on a recovery rate of 33 per cent of all patients treated, he estimated that 
if 10 per cent of all physicians, social workers and psychologists were to work 
full time in the treatment of alcoholics, the annual decrease of the alcoholic 
population would amount to 11.6 per cent—a reduction of 8.3 per cent by 
physicians, 2.3 per cent by social workers, and one per cent by psychologists. 
But since the annual increase of the population of alcoholics is 6 per cent, this 
would mean that an annual reduction of only 5.6 per cent could in fact be 
achieved. Even this calculation is utopian, since it is not realistic to expect that 33 
per cent of patients treated would be “cured” or that as many as 10 per cent 
of all professional workers would be engaged in full-time work in this field. 


1ADARF 16th Annual Report, 1966, Appendix III: Statistics of Alcohol Use, Alcoholism, 
and Drug Addiction in Canada and Its Provinces. 


2Reginald G. Smart, Mental Health and the Treatment of Alcoholics in Ontario, ADARF. 


’Figures for December 31, 1965, 99th Annual Report, Mental Health Division, Ontario 
Department of Health. | 


342 


History and Organization of ADARF 343 


According to another source of information, it has been estimated that only 
about 10 per cent of the alcoholics in any community have ever been under 
treatment of any kind, whether in a clinic, through their own doctor, or through 
Alcoholics Anonymous. This estimate disregards the degree of benefit derived 
from that treatment.‘ 


The professional manpower shortage is not the only obstacle to successful 
treatment in this field. There are two other important factors. The first is a 
lack of recognized treatment methods, because there is relatively little concrete 
knowledge about the nature of alcoholism and addiction. A number of approaches 
currently are used in treatment, and the approach selected in each case depends 
on whether the therapist considers addiction to be a medical, a psychiatric, or 
a social problem. No proof exists that one approach is more effective than 
another. The second factor is difficulty in identifying cases and sending them 
to treatment, because of the basic unwillingness of many alcoholics to recognize 
themselves as such. 


History and Organization of ADARF 


Because of this situation, the existing facilities provided by inidvidual therapists, 
hospitals and clinics could not be expected to deal with alcoholism and drug 
addiction without the aid of a concentrated and coordinated research program. 
The Alcoholism and Drug Addiction Research Foundation, established in 1949 
as an experimental unit to conduct research, treatment and educational programs 
in this field, is an organization designed to fulfil this function. Under its legislative 
terms of reference, ADARF is empowered 


1) to conduct and promote a program of research in alcoholism and 
addiction; and 

2) to conduct, direct and promote programs for 
a) the treatment of alcoholics and addicts, 


b) the rehabilitation of alcoholics and addicts, 
c) experimentation in methods of treating and _ rehabilitating 
alcoholics and addicts, and 


d) dissemination of information respecting the recognition, preven- 
tion, and treatment of alcoholism and addiction. 


The Foundation is supposed to play a leading role in prevention and control; 
_ €ducation and information; early detection, treatment and rehabilitation; and 
- Tesearch in cooperation with other government and private organizations, and 
_ agencies of Ontario. 


_ 4John D. Armstrong, “Alcoholism —A Social Dilemma”, The Journal of Social Therapy, 
3rd Quarter, Vol. 5, No. 3, 1959. 
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Major Functions 


Professional Training 


In Toronto experimental treatment units have been established which play a 
leading role in the development of clinical techniques and in the training of 
clinical personnel for the province. Plans also have been made for the establish- 
ment of similar but smaller treatment-training institutions within universities or 
hospitals in various cities, usually where university medical schools exist. In 
addition, professional training is conducted within the Foundaton’s various regional 
units in London, Toronto and Ottawa. This training takes the form of periods 
spent in ADARF clinics by undergraduates in medicine, social work, and related 
disciplines. Apart from student training, ADARF also provides opportunities for 
refresher training for the mental health professions through short seminars, 
courses and lectures. A summer course, co-sponsored each year by a major 
Ontario university, is offered to members of the professions who are in a position 
to influence policy and practices with respect to alcohol and drug-related problems 
throughout the province. 


Services to Industry and Other Employers 


Research indicates that about half of the alcoholics in Ontario are fully employed. 
Rehabilitation results are approximately twice as good with employed patients as 
with unemployed. The Foundation provides programs to encourage the early 
recognition and referral of problem drinkers within employed groups. This is 
done through seminars for management and senior staff of industrial companies, 
assistance given by ADARF industrial consultants to company personnel in the 
formulation of policies and training programs, and the establishment of rehabilita- 
tion programs for alcoholics. Action will be taken also to encourage provincial. 
and federal government departments, and Ontario Federation of Labour officials 
and affiliated unions to set up similar seminars for appropriate personnel. 


Assistance to Other Treatment and Rehabilitation Programs 


In 1966 six independent organizations were selected to receive grants-in-aid for 
rehabilitation projects from the Foundation. The organizations selected were 
1) Half-way houses for recovering alcoholics: 

Wayside House (Hamilton) 
Bold Park Lodge (Hamilton) 
2) Rural treatment centres: 
Hidden Springs Centre (Brantford) 
Hope Acres (Glencairn) 
Southdown (Aurora) 
3) Street Haven (Toronto) 
(a reception centre for female drug addicts) 
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In addition, the Foundation supports clinical and laboratory work in university 
and hospital settings through a system of research grants and fellowships for 
selected persons working in this area. 


Research 


Research is done at several levels, including treatment methods, the biochemistry 
of addiction, social and psychological factors in addiction, and epidemiology. 


Education 


The educational program is aimed at youth through the inclusion of drug and 
alcohol education in the curriculum of the Ontario Department of Education; 
the education of parents through the medium of newspaper advertising, through 
its publications and other presentations; and the education of the general public 
through publications distributed by the Foundation. 


Summary Comment 


Direct services to addicts are, therefore, but a small part of the function of the 
ADARF which hopes to play a leading and a coordinating role for all available 
facilities in the treatment and rehabilitation of addicts. In the more densely 
populated areas of the province, the Foundation has set up specialized treatment 
centres for alcoholics. These are intended to demonstrate to others how to help 
alcoholics. In the more remote regions, where the Foundation’s centres have been 
set up only recently, the staff of the Foundation endeavours to provide diagnostic, 
referral, consultative and coordinating services with an aim to mobilize the 
maximum of available local health and social services, and to act as a liaison 
between medical services and social services on behalf of alcoholics. It is the official 
policy of the Foundation that each region should be as autonomous as possible in 
deciding the approaches that are to be adopted towards the provisions of services. 


Work of Regional Units 
Toronto Clinical Services 


Outpatient services are provided at two clinics: the Central Toronto Outpatient 
Clinic and East Toronto Branch. 


The Toronto Outpatient Clinic treats more patients per year than any other 
single unit of the Foundation. Approximately 20 per cent of the patients have 
problems with drugs other than alcohol. While alcoholism is still the main concern 
of this clinic, it includes within its staff two specialized clinical research teams, 
one concerned with narcotics of the opiate type and the other with marijuana. 
The director is an internist. The chief person in the diagnostic process and the 
allocation of cases for treatment is the physician to whom the patient is first 
directed. Treatment is based on psychotherapy, which is practised by both the 
physicians and the social workers. The clinic has one psychologist who plays a 
Toutine part in diagnosis but no part in treatment. 
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The East Toronto Branch is an outpatient clinic which serves suburban 
residential and industrial areas. The Acting Director of the clinic is a pastoral 
counsellor who heads a small staff consisting primarily of social workers and 
public health nurses. As there is no physician on staff, medical services are 
provided by a part-time consultant psychiatrist. The major type of treatment here 
also is psychotherapy. An attempt is made to involve the spouse and, frequently, 
the children of the patient in treatment. 


In addition to the two clinics, a day care centre provides psychiatrically 
oriented treatment for selected patients who are able to attend its program five 
days a week for seven weeks, but who do not require hospitalization. The small 
staff of the clinic is headed by a psychiatrist. Patients are selected from other 
ADARE clinics on the basis of good education, fair socio-economic status, 
prognosis, and their ability to respond to the kind of treatment offered at the 
centre. Because of the careful screening of potential patients, the success rate in 
treatment is quite high. 


Inpatient services are provided at the Acute Treatment Unit, the Continuing 
Care Unit and the Hastings Building in the Riverdale Hospital complex. 


The Acute Treatment Unit specializes in the medical management of with- 
drawal problems. About 90 per cent of its case load are patients with acute 
alcohol withdrawal problems, the remaining 10 per cent having problems related | 
to various other drugs. 


The Continuing Care Unit provides five to six weeks of intensive residential 
treatment for selected patients. It is psychiatrically oriented and deals for the 
most part with patients referred to it by other ADARF outpatient units. 


The Hastings Building in the Riverdale Hospital complex has thirty-five 
beds for the treatment and investigation of the acutely ill alcoholic. This is 
essentially a research hospital for studying the physical complications which 
accompany alcoholism. 


Rehabilitation services include a half-way house in Toronto, a rehabilitation 
farm in Elora, and a recreational club. The former two are experimental units, 
while the club is an independent activity run by patients and ex-patients in a 
house provided by the Foundation. It provides much-needed social support for 
persons recovering from alcoholism. 


Hamilton Metropolitan Region 


In addition to the activities in research and education described earlier, the 
Hamilton Region offers direct services at the Dundurn Clinic. This clinic also 
plays a collaborating role among other hospitals, agencies and services of the 
area. The clinic treats only alcoholics, all drug addicts being referred to the 
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Central Toronto Outpatient Clinic. The orientation of the clinic is almost exclusively 
medical, since the Director is a physician and the staff consists of four other 
physicians and five nurses. There is one consultant psychiatrist, but there are no 
psychologists. The clinic was without a social worker for a year until the recent 
recruitment of two social workers. The major emphasis in treatment is that of 
individual therapy in the form of medication and some counselling, although a 
small number of patients are engaged in group counselling. Family group therapy 
in selected cases also has been initiated by the consultant psychiatrist. Although 
the Director does not see a compelling need for psychiatry in the treatment of 


addiction, like most people in the field she is ready to accept any contribution 


which any discipline can offer to overcome the considerable gaps in knowledge 
concerning addiction. 


Lake Erie Region (London) 


The Director is a psychologist. He believes that alcoholism is a maladaptive way 
of life, and that the distinctive characteristic of one who suffers from it is his 
unwillingness and/or inability to be responsible for his conduct. The patient 
population is divided into two groups. In the first group, comprising the majority 
of the case load, are those who are capable of exercising some degree of 
responsibility and who can be helped to modify their approach to life through 
outpatient facilities; a few among them may need a period of medical treatment 
in hospitals. In the second group, comprising 10-15 per cent of the case load, 
are those who are only nominally accountable for their conduct and would receive 
little benefit from an outpatient clinic. For both groups, recovery depends on the 
individual’s ability to modify his approach to life. The function of the clinic is to 
undertake with patients a program of education or re-education to this end. The 
emphasis in treatment is on group therapy conducted mainly by social workers. 
The spouse, the employer, or any other significant person or organization in the 
patient’s life also is involved in these sessions whenever feasible. 


The activities of community development and education, professional training 
and research are being carried out in this region by the clinic. 


Eastern Ontario Region (Ottawa) 


The Regional Director is a professional social worker. Except for three physicians 
and a consultant psychiatrist, the staff consists almost entirely of social workers. 
This fact is reflected in the treatment programs, which are mainly in the form 
of group therapy conducted by the social workers. 


The clinic has a treatment-consultation team which provides case consultation 
and clinical assessment to other disciplines, such as nurses, physicians, clergy, 
social workers and probation officers. There is close liaison with the medical, social 
work, and nursing staff of the Ontario Hospital, Brockville, which has resulted 
in an expansion of inpatient services and follow-up care for hospitalized alcoholics. 
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Another example of community resource development is the growth of the 
Ontario Probation Services Youth Counselling Program initiated in 1965. Under 
this program, young people convicted under the Liquor Control Act are now 
being placed on Probation by Magistrates in Ottawa and Cornwall. A series of 
six weekly discussion groups are held for these young people, involving the 
cooperation of the Probation Service staff, the ADARF staff, and community 
leaders from AA, business, and the clergy. 


Northwestern Ontario Region, Northeastern Ontario Region, 
Lake St. Clair Region and Midwestern Ontario Region 


These units have been established recently. They are much smaller than the 
others in the size of their staff and in the number of patients. The work done in 
these regions is more of an exploratory nature, with one or two of the Foundation’s 
staff being posted there to carry out surveys and organizational work or to provide 
diagnostic, referral, consultation and coordinating services to other community 
health and social services. 


Summary and Conclusions 


The work of ADARF by no means solves all the problems of alcoholism and 
drug addiction. In 1966 only 4,710 patients were given treatment at its clinics, 
irrespective of benefits derived. This total makes up only slightly more than 4 
per cent of alcoholics and drug addicts in the province for the same year. 


There is no reason to believe that the percentage of patients treated will 
increase very much in the near future. The only comfort to be derived is that this 
figure represents only the amount of direct services rendered by the Foundation, 
and does not include what might be achieved in its program of community 
education, prevention, professional training and coordination of other services. 
But these additional efforts notwithstanding, prospects are not at all promising 
for the effective treatment of addicts. The severe shortage of mental health 
professionals has already been established. Any planned improvements in the 
treatment of alcoholic and drug addicts in the province are likely to be hamstrung 
by this fact. 


Proposal for Training Non-professional Counsellor/Therapists 


One suggested remedy for the manpower problem made by Reginald Smart of 
ADARF is to train non-professionals to give psychotherapy to alcoholics and to 
have them work under the supervision of more highly trained professionals. These 
workers would receive intensive training in psychotherapy with alcoholics alone, 
rather than in more theoretical aspects of diagnosis and etiology. Similar sugges- 
tions have been made for increasing the manpower force to deal with other mental 
health problems. A number of experimental programs have been carried out in 
the United States, showing that trained persons, regardless of background, can 
bring about major behavioural and personality improvements in mentally ill 
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persons, assuming that the illness is not a psychosis. The advantage in this 
approach is that if non-professionals are used, new personnel will be added to 
existing resources. A major difficulty in the implementation of such training 
programs is the opposition from established professions to using non-professionals 
to administer psychotherapy. This opposition is particularly strong from medical 
practitioners, some of whom object to the administration of psychotherapy not 
only by non-professionals, but also by non-medical professionals. 


Without an imaginative and constructive approach to the problem of preparing 
new treatment personnel to man these services, however, our society is going to 
be left in the position of providing fairly adequate diagnostic services to our 
population of addicts, and altogether inadequate treatment services. The real 
bottleneck in every service — and drug addiction services are no exception — is 
moving a patient from diagnosis into a treatment program that has a reasonable 
prospect of benefiting him. 


Chapter 17 Family Service Agencies 


General Background 


In this report some emphasis has been placed on the need for greater community 
involvement in mental health. Community psychiatry adopts this emphasis as an 
essential component of its treatment strategy. It is useful at this stage to consider 
voluntary community resources as expressed in community family service agencies. 


Family service agencies are private voluntary agencies which offer professional 
counselling to families and individuals under stress. According to the list provided 
by the Ontario Welfare Council, in 1967 there were twenty such agencies 
operating in Ontario. Of these, six were Catholic agencies, two were Jewish, and 
the remainder were non-denominational. They were located as follows: 


4 in Toronto 1 in Oakville 

3 in Hamilton 1 in Peterborough 
2 in Ottawa 1 in Cornwall 

2 in London 1 in Sarnia 

2 in Windsor 1 in Kitchener 

1 in Brantford 1 in Galt 


The agencies are financed primarily by United Appeal funds with a small 
fraction of their income generated by fees for their services. A number of these 
agencies do not charge fees at all. Those which do, charge fees according to a 
per interview sliding scale which is adjusted to the gross income of the family. 
Those who fall below the range covered by the scale and those who, for special 
reasons, are unable to pay are asked to pay a token fee instead. There is no fixed 
scale established for all the agencies, but there is not much difference from one 
agency to another. Usually, where the combined gross monthly income of the 
family is $400, the fee for one interview is $4.00; where the monthly income 
is $500, the fee is $5.00, and so on. There is no charge for the initial interview.. 
Judging from the annual financial statements of these agencies and from informa- 
tion obtained during interviews, the fees derived form only from 0.5 per cent to 5 
per cent of the total income of each agency. From this fact it is not difficult to 
surmise from which economic stratum the majority of their clients come. 


Financial Problems of Volunteer Agencies 


A number of agencies have expressed concern over their precarious financial 
situation. While funds from the United Appeal to each agency have not been 


350 


The Nature of their Services 351 


reduced, there are no means by which agencies can increase their funds to expand 
their services and add to their staff to meet growing needs. 


The number of member agencies sponsored by the United Appeal has been 
increasing. Consequently, even with increased public support it is not possible to 
increase grants to individual agencies. Moreover, because of the dual movements 
of government-supported hospital services going into the community and of 
government, in the form of local public welfare departments entering fields which 
were traditionally the jurisdiction of the private agencies, people begin to question 
the need to suport the community agencies in their fund-raising campaigns. 


The problem is that these tax-supported services often do not benefit the 
people who make use of the services of the family service agencies, and therefore 
do not help to ease their work load. The socio-economic distribution of expert 
psychiatric services as determined by our OMSIP diagnostic data study confirms 
this fact (Table 5.11). These are the people who are in need of professional help 
but whose needs are covered neither by public welfare nor by hospitals. Their 
difficulties and problems affect their lives and the lives of those they relate to, 
but they are not ill enough to benefit from either inpatient or outpatient hospital 
care. They may not be poor enough to be on welfare, but they are poor enough 
to be unable to afford the services of a private psychiatrist or psychologist. Or 
they may be people who are already on welfare but who find that a host of 
problems, including mental health problems, remain unsolved. 


The Role of Family Service Agencies 


Although family service agencies are not concerned primarily with the diagnosis 
and treatment of mental illnesses and do not regard themselves as a mental 
health service, they would not hesitate to say that they are directly involved in, 
or at least supportive of, mental health and that their programs include some 
mental health goals and purposes. According to the Statement authorized by the 
Board of Directors, Family Service Association of America, November 1963: 

The family is society’s basic bulwark for the mental health of its members 


and the family service agency with its casework and counselling is a basic 
mental health resource. 


Through family-centred counselling, these agencies identify emotional problems 
and early symptoms of mental illness, help family members cope with dangerous 
stress, treat problems of individual and social maladjustment when required, and 
prepare individual family members for psychiatric care. 


The Nature of their Services 
Sources of Referral 


A wide range of problems is brought to the doors of family service agencies, 
partly because there are many sources of referral which direct clients to them. A 


352 Family Service Agencies 


questionnaire which was sent to all administrators of social work agencies and 
departments was sent also to family service agencies. The replies from the seven 
agencies to whom the question of sources of referral was put provide the averages 
given in Table 17.1. 


TABLE 17.1 
Sources of Referral of Clients to Seven Family Service Agencies in Ontario 


Percentage of total no. of 


Sources of referral applications 
Health and welfare 2) 
Churches and schools 11 
Professional practitioners 4 
Individual and publicity Sh 
Other a5 


Source: C. Hanly, J. Wong and M. Landauer, 1967. Data derives from a questionnaire to 
administrators of seven family service agencies in Ontario. 


“Health and welfare” includes all public health facilities such as general 
hospitals and clinics, psychiatric facilities, community service agencies, depart- 
ments of public welfare, and the courts. “Professional practitioners” includes 
private physicians, lawyers and other professional practitioners. “Individual and 
publicity” includes former clients, neighbours, relatives, friends, self referrals, 
and publicity through advertisements on radio and television, and listings in 
telephone books. “Other” covers a wide area including industrial, commercial 
and labour establishments. 


Many of these applications for help do not fall within the scope of the 
responsibility of the agencies. The problem of “inappropriate referrals” was raised 
with eight agencies. Four of them did not find inappropriate referrals to be a 
problem because they amounted to only 3 to 5 per cent of their applications. The 
other four agencies, however, found that too much of their staff time is taken up 
with such referrals. In some cases, these people have to be turned down; in 
others the agencies find the appropriate services and resources for them. In one 
agency, this work took as much as 25 per cent of staff time. 


These agencies cited three reasons contributing to the frequency of inappropriate — 
referrals: 


1) The public is insufficiently informed as to the functions of family 
service agencies. 


2) There is no place (for example, an information centre) where 
information on various community resources could be obtained. 
3) There is a shortage of health and welfare facilities and a lack of 


emergency services to provide first aid to people in all kinds of 
distress. 
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The people who make inappropriate applications are 

1) Those who are in need of other professional help, often psychiatric 
and legal help in cases of divorce and marriage breakdown. 

2) Those who are suffering from major psychiatric difficulties which 
cannot be handled on a consultation basis. 

3) Those who are in need of financial aid. 

4) Those who have been discharged from mental hospitals, who are 
unable to function on their own in the community but are neverthe- 
less left alone because of either a lack of supervised boarding 
homes or a lack of help given them by such homes. 


Primary Areas of Assistance 


These agencies focus their attention on the following types of problems: marital 
conflicts; disturbed parent-child relationships and family strains which appear 
between members of different generations; individual personality and adjustment 
problems, such as fears of insecurity growing out of job, family or other social 
relationships; and financial problems of persons who need help in more efficient 
management of their finances and budget planning. In addition there are problems 
of addiction (usually alcoholism), unwed parenthood, adoption, adolescent 
maladjustment, physical illness and handicap, mental disturbance and retardation, 
and so on. Clients also bring problems which are essentially environmental in 
nature, such as housing, employment and debt. In many cases, these environ- 
mental problems are associated with psychological symptoms and disturbed 
family relationships. 


Of the eight agencies visited, five stated that marital problems are most 
frequently encountered and occupy about half of their case load. Disturbed parent- 
child relationships also are frequent, ranging between 23 per cent and 40 per cent 
of the total case load among the agencies. All the agencies visited said that a 
large number of their clients are seriously disturbed people. They range from the 
psychotic to the mildly disturbed. The great majority suffer a significant degree 
of psychiatric symptomatology. 


Although not all the agencies consider it their function to provide financial 
and material aid, most of them have a limited budget for purposes of emergency 
assistance. Often the financial problems of clients are caused by their inability to 
manage their own affairs well. 


Treatment Methods 


The major method used by social workers in family service agencies is casework 
and counselling. This process may involve one person — the client — or more 
persons — members of the client’s family and the therapist. The case worker 
approaches a case with an orientation to the family as a whole. He obtains the 
appropriate socio-economic, cultural, psychological and medical data. On the basis 
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of these data he formulates a diagnosis, and treatment plans and goals. The 
treatment plan is family-oriented and directed towards helping the client to 
strengthen his characteristic adaptive patterns and towards mobilizing the strength 
of all family members in the process. Such supportive techniques as encourage- 
ment, reassurance, ventilation of feelings, counselling and education are used. 
The client is helped to use his capacity to think, to consider, to understand, and 
hence to re-evaluate himself and his life situation as a means of solving his 
problems. In working with a client, such direct casework services are often 
coupled with environmental methods of help, either in stimulating the client to 
act on his own behalf or, when necessary, in acting for him. This may include 
any kind of environmental manipulation — for example, change of accommodation 
or financial assistance. There seems to be a split among social workers on the 
value of environmental manipulation as a method of treatment. Some social 
workers see themselves as specialists in marriage and family counselling and try 
to limit the number of cases which require environmental services. Others believe 
that such methods of help are perfectly consistent with casework and are, in 
fact, required and most effective for some clients. 


As mentioned earlier, treatment offered by family service agencies is essentially 
family-centred. “Family psychotherapy” is an important skill and tool of the social 
worker in these agencies. The functions and responsibilities of the therapist in 
this kind of treatment are many.! Acting as catalyst, he seeks to provoke 
increasingly candid disclosure of major conflicts and clarifies them by dissolving 
barriers, defensive disguises, confusions and misunderstandings. By stages, he 
attempts to bring to the members a clearer and more accurate understanding of 
their life problems. He counteracts inappropriate denials, displacements and 
rationalizations, and transforms dormant, concealed intrapersonal conflicts into 
Open, interpersonal expression. He neutralizes processes of prejudicial scape- 
goating that fortify one part of the family while victimizing another part. He 
fulfils, in part, the role of a parent figure as a controller of danger, a source of 
emotional support, and a supplier of elements which the family needs but lacks. 
His emotional nurturing of the family is a kind of substitutive therapy. He 
penetrates and undermines resistance, and reduces the intensity of shared conflict, 
guilt and fear by using both confrontation and interpretation, relying mainly on 
the former. He serves as a personal instrument of reality testing for the family, 
and as the educator and personifier of useful models of family health. The duration 
of contact between client and therapist depends entirely on the individual case. 
Some clients come in only for the initial interview, while ongoing cases may last 
from six to eight months to as long as three or four years. 


The need for this kind of trained professional service for family problem- 
solving was made clear in interviews with volunteers in the Big Brother Movement. 


1Nathan Ackerman, “Exploring the Base for Family Therapy”, M. Robert Gombert Memorial 
Conference, New York, Family Service Association of America, 1961. 
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The purpose of the Big Brother Movement is to provide adult male companion- 
ship, support and guidance to boys who, for whatever reason, have no father or 
viable father substitute. In most cases, the circumstances in which the boy’s 
relationship to his father was severed are associated with familial disturbances 
which impose considerable emotional stress on the child. Consequently, many of 
the boys have emotional and behaviour problems. The volunteer “big brothers” 
find that they are relatively helpless to do anything effective for the boys when 
these patterns develop. One volunteer reported the case of a boy who practised 
truancy from school. Each time the boy was truant, the mother would place a 
call to the boy’s “big brother” and beseech him to find the boy and bring him 
home. But it became clear that the mother actually was subtly encouraging her 
son’s truancy. The limits of the terms of reference of the volunteer’s relationship 
to the boy and his family, and the volunteer’s knowledge of family problems and 
human psychology, made it necessary for the volunteer to resist becoming caught 
up in the family’s pattern of social-maladjustment, while at the same time 
providing some support and encouragement to the boy in the direction of improved 
behaviour. The volunteer’s view of the situation at the time of the interview was 
that the boy was headed for juvenile delinquency and that nothing he could 
do would arrest the process. Field interviews suggested that there is nothing 
idiosyncratic about this volunteer’s experience. The intervention of the trained 
professional is needed. 


Consultation and Referrals 


In family service agencies, where the number of professional staff permits the 
various levels of competence to be well structured, social workers function under 
systematic supervision and often have direct access to psychiatric consultation. 
Of the eight agencies questioned concerning the availability of psychiatric consulta- 
tion, two reported that they employ part-time psychiatrists and one has the services 
of a psychiatrist for two half-days per month, plus three hours of emergency 
consultation. Another agency meets once a month with the local mental health 
clinic, which also accepts direct referrals of severely disturbed persons. The other 
four do not have regular psychiatric consultation available. They utilize com- 
munity mental health clinics or general hospital psychiatric facilities. Agencies 
also make use of the services of private psychiatrists. But judging from the 
difficulties physicians reported in getting psychiatric consultations for their patients, 
one cannot be very optimistic about this source. Community clinics also are 
available in some areas. In the year ending December 31, 1966, family service 
agencies referred a total of 306 cases to provincial and community mental health 
services (clinics and hospitals); this amounts to 2.1 per cent of the total number 
‘of new cases admitted for psychiatric treatment in such services.? 


2See 11th Annual Statistical Summary, Community Mental Health Services in Ontario, 1966. 
Research and Planning Branch, Ontario Department of Health. 
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After a client has been referred for psychiatric treatment, the agency follows 
his progress and does follow-up casework, especially with members of his family. 
Follow-up of discharged patients is also done on an individual case basis. Many 
agencies have pointed out that psychiatric treatment is inadequate in the province. 
They attribute deficiencies not only to the manpower shortage and the want of 
effective techniques, but also to the strict medical orientation of psychiatrists. Many 
clients are not able to receive psychiatric treatment at all in provincially operated 
services, because they do not have the symptoms of a psychosis. The agencies 
cannot themselves treat these neurotic clients, and they have little success in 
finding psychiatric help. Agency officials believe that this gap in the mental health 
field could be met only by a change in the training programs of psychiatrists, so 
that they receive a more adequate psychodynamic and social orientation. 


For psychological consultations and referrals, agencies make use of community 
resources such as the mental health clinics, the Children’s Aid Societies, Ontario 
Hospitals and school board facilities. Psychological testing and diagnosis are often 
part of a psychiatric assessment when carried out in mental health clinics. It may 
be done by school psychologists when the problem is educational in nature. For 
assessing the physically handicapped, facilities in rehabilitation institutes may be 
used. Psychological consultation is regarded by family service agencies as of 
much less urgency than treatment resources. Even so the facilities available are 
inadequate. Some agencies make referrals to psychologists in private practice. 
But here the problem of remuneration arises because most prepaid medical 
schemes (for example, PSI and OMSIP) do not cover psychological services. 
Many clients cannot afford such services, although some social workers believe 
that psychological services could be useful to the clients not only for assessment 
but also for treatment purposes. 


There seems to be no problem in the area of medical consultation. One agency 
has a part-time physician, while all other agencies consult the client’s own family 
doctor, if there is one, in case of need. If the client has no family doctor and if 
he is covered by an insurance scheme, the agency refers him to a private doctor. 
If he is not insured, the client is sent to the outpatient or emergency department 
of a hospital. 


Other Community Services 


In addition to its casework service, other major functions of a family service 
agency include group work and community organization. By reason of its knowledge 
of community resources, family agencies have always been active in improving 
the social environment through participation in public issues and community 
organization. One example, is the “After Four Project” sponsored by the Family 
Service Centre of Ottawa, which is operated in cooperation with twenty other 
community organizations. The program not only provides late afternoon care of 
problem school children but also involves the children’s families. These families 
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are often burdened with an oppressive number of economic and personal problems, 
and have accumulated a host of negative community relations with the school, 
neighbours, employers or others. The Family Service Centre of Ottawa is especially 
satisfied with the outcome of this experiment. According to them, it provides “the 
opportunity for true voluntary participation; the utilization of the resources of 
the neighbourhood; the Opportunity through the children to reach and work 
effectively with their families; the possibility of linking up families with existing 
community services and facilitating their effective use of them”’. 


Operating on a community-wide basis, family service agencies are making a 
useful mental health contribution at a preventive level. They identify harmful 
circumstances and seek to counteract them before they produce serious mental 
disorder. The risk of social and mental maladjustment in the whole population is 
reduced by fostering in individuals and families the ability to handle major 
crises in life. 


Training 


Another function of the agencies which, although not in the form of direct service 
to the public, is nonetheless of importance to the profession of social work, is 
the provision of placement settings for the field training of students in social work. 
Some agencies hope that this will be expanded to include medical students, so 
that the two disciplines will have a better understanding of each other, an 
understanding resulting in greater collaboration. 


Professional Resources 


Many agencies employ only qualified professional social workers (M.S.W.’s). 
Indeed, family service agencies seem to employ a high percentage of the M.S.W.’s 
in the province. The seventeen agencies which have supplied information on their 
staff situation, either through the questionnaire or through interviews, give the 
totals shown in Table 17.2 (clerical staff not included). 


TABLE 17.2 
Professional Resources of Seventeen F amily Service Agencies in Ontario 
Qualification Full time Part time 
M.S.W. 109 31 
B.S.W. or Dip. S.W. 11 7 
B.A. 9 3 
Other! 17 7 


1“Other’’ includes accountants, home economists, technologists, persons with teacher’s training, 

Child care workers and camp leaders. 

Source: C. Hanly, J. Wong and M. Landauer, 1967. Data derives from a questionnaire 
survey of family service agencies. 


8The Family Service Centre of Ottawa, Annual Report, 1966. 
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The distribution of these workers among the seventeen agencies, however, is 
uneven. There are two agencies who do not have any full-time M.S.W.’s at all 
and three agencies which have only one full-time M.S.W. On the other hand, 
there is one agency with thirty full-time M.S.W.’s, and another with twenty-three. 
(The agency with thirty M.S.W.’s has seven district centres in Toronto.) Agencies 
located in more remote districts find it difficult to recruit personnel. 


By comparing the number of professional staff to the functions of the agencies, 
one can see that those agencies with more professional staff place greater emphasis 
on the counselling part of their service, while those with fewer professional staff 
are more frequently engaged in giving environmental help. The Council for Jewish 
Organizations in Hamilton for example, has only one part-time M.S.W., who acts 
as a consultant to other members of staff. This agency is primarily a community 
centre with a section providing family and individual counselling. But in general 
the shortage of social workers in the province seems to affect family service 
agencies least. Directors of agencies explained that the agencies are more attractive 
to social workers than hospitals and other public institutions, where they have to 
work under medical direction or under supervisors who have only vague notions 
about the nature and function of social work, and who therefore tend to regard 
social workers as nurses or other non-professional paramedical staff. By contrast, 
family service agencies offer supervision by highly qualified social workers and a 
working atmosphere which allows the staff full utilization of their training and 
skills. Agencies appear to respect the principle that a referral to a doctor for 
examination and medical treatment is mandatory whenever any need for medical 
attention is suspected. Interprofessional dependency and collaboration is recognized 
and acted upon by the social work personnel. 


Utilization of Subprofessional Resources 


As the above staff figures show, subprofessionals are not used extensively by the 
agencies. These are usually people who have experience in social work but who 
lack professional training. Except for those who have wide experience and who 
are responsible for an undifferentiated case load, these subprofessionals are 
utilized in three directions. They may be engaged in community work, in getting 
school and clinic reports of clients, in doing follow-up work which makes use of 
community resources, in paying friendly visits and in providing companionship to 
clients and members of their family. Agencies have found these workers useful 
also in providing direct services which do not require the skill of a professional 
where the client is faced with financial and environmental problems. In the area 
of personal counselling and relationships, subprofessionals are employed to give 
supportive counselling to alienated young people, to provide friendly and mature 
relationships for children who lack them, to act as assistants on cases wher¢ 
the predominant focus of treatment is not in the area of interpersonal relationship: 
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(for example, in budgeting, financial and multiple-problem cases). A few agencies 
reported that although they do not make use of subprofessionals at present, their 
utilization is assumed in their plans for the future. 


Coordination of Community Resources 


Most of the agencies interviewed feel that coordination among community institu- 
tions — for example, among family courts, family service agencies, Children’s Aid 
Societies, Departments of Welfare and Family Services, and school guidance 
systems — is at present very inadequate. Collaboration occurs at two levels: 1) 
at the inter-agency level — interlocking of agency services, complementarity of 
intake practices, interchange of information, establishment of agreements about 
geographic coverage, continuity of service and financial arrangements, development 
of joint action on social and legislative issues; and 2) at a case-to-case level in 
matters relating to an individual client or family, the purpose being to prevent 
fragmentation and duplication of services. Such integration is important, because 
each agency is already carrying a maximum work load, and integration helps to 
ease the pressure of the work. Moreover, in the absence of communication among 
agencies, much harm can be done to the client whose different needs are being 
served by different agencies. Treatment plans adopted by different agencies may 
be opposed to one another. At best client and agencies are likely to be confused 
about goals and methods of achieving them. It appears that in Ontario social 
planning and inter-agency collaboration are much better in small communities 
than in the bigger cities, if only because there is less to coordinate. However, the 
principle is an important one: human relations are not like industrial production 
where efficiency of scale is an important factor. On the contrary, the reverse 
situation may hold in human relations — the smaller the scale, the more efficient 
and successful the service. 


Conclusions 


The useful work done by family service agencies in maintaining a mentally healthy 
community and in providing treatment for the emotionally unstable cannot be 
doubted. Social workers believe that a large number of their clients would have 
ended up in mental hospitals had it not been for the family service agencies. The 
work of these agencies is restricted, however, because of difficulties of organiza- 
tional coordination and professional collaboration, the latter especially with regard 
to psychiatric support. Another difficulty which agencies have to face is the limited 
financial support they receive. One director interviewed ventured the opinion that, 
at present, the operation of a voluntary agency is too expensive to be supported 
by private funds. He foresees the phasing out of voluntary agencies. The need is 
for larger and better government-supported family and children’s services, or the 
extension of Children’s Aid Societies to include family counselling divisions. 
Facilities would then be available to a wider clientele with more thorough treatment 
Services and with stable tax support rather than uncertain private funds. But it 
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does not seem likely that this change will take place in the very near future. As 
an interim measure the Family Service Agencies could achieve greater financial 
stability by contracting with the Department of Welfare and Family Services 
directly or with the Children’s Aid Societies to provide family counselling and 
casework services. 


One point is very clear. If preventive and supportive work in mental health 
is to be carried out effectively in our communities, some such services, however 
they may be organized and financed, are essential. 


Chapter 18 The Clergy and Mental Health 


The various churches and religious groups have become increasingly aware that 
the nature of the service of clergy to people must adapt to the new mental health 
resources developed by psychoanalysis and modern psychiatry. In order to accom- 
plish this adaptation, supervised clinical pastoral education is being introduced 
to supplement the traditional forms of theological education. 


History and Background 


The clinical training of pastors was initiated forty years ago by Rev. Anton T. 
Boisen in Worchester, Massachusetts. Prior to taking up his duties as a mental 
hospital chaplain, Rev. Boisen prepared himself for his new field of service by 
special clinical studies.! Since then clergymen and students for the ministry in the 
United States have been taking courses in mental health. In Ontario the earliest 
Courses were offered at McMaster University in 1952, through its Department of 
Extension, to clergy and seminarians to increase their effectiveness in the pastoral 
ministry. In 1958 the Toronto Institute for Pastoral Training was founded by 
a committee composed of the heads of theological schools in the University 
of Toronto (Emmanuel, Knox, Trinity and Wycliffe Colleges); the Professor of 
Medicine; the Dean of Medicine; the Executive Director of the Toronto General 
Hospital; and other interested persons affiliated with the University of Toronto. 
Similar programs, mostly experimental, have been developed in various centres, 
seeking new methods of clergy involvement in the fields of education and health. 
These programs include pastors of all major faiths. 


Training Programs in Ontario 


In Ontario, programs in Supervised Pastoral Education are being offered by the 
following institutions: McMaster University, Hamilton; the Toronto Institute for 
Pastoral Training at its three training centres (Toronto General Hospital, Lake- 
Shore Psychiatric Hospital and Ontario Department of Reform Institutions, 
Brampton); Queen’s University, Kingston; and the Ontario Hospital, London. 


With the cooperation of the hospitals in the Hamilton Health Association, 
the Hamilton Civic Hospitals and the Ontario Hospital, Hamilton, McMaster 
University operates four different types of programs for clergymen.? The courses 


1Chaplain Charles Scott, “The Aims and Methods of Clinical Pastoral Theology”, intro- 
ductory lecture to chaplain internes by Resident Chaplain, SPE Programme, Ontario 
The Ontario-Quebec Region of the Association of Mental Health Chaplains, Brief to the 
Committee on the Healing Arts, December 1966. 
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include lectures from medical doctors on understanding human behaviour, lectures 
from social workers to help the students become aware of the various community 
resources available to people in need of help, lectures from theologians to help 
the students integrate their religious beliefs with their scientific insights and 
knowledge. In addition to these lectures, the students are required to visit 
patients in hospitals and to write reports on the visits. These reports are evaluated 
by a trained supervisor and are subsequently criticized in seminars by their peers. 


During the years that this program has been in operation it has had students 
with the following religious affiliations: Anglican, Christian Reformed, Christian 
and Missionary Alliance, Baptist, Evangelical, United Brethren, Lutheran, Men- 
nonite, Presbyterian, Quaker and United Church of Canada. As of August 31. 
1966, a total of 394 students had taken part in these courses. 


The Toronto Institute for Pastoral Training is an independent Ontario inst? 
tution. It offers courses involving the following: 

1) Pastoral interviews with patients in the institutions, followed by 
verbatim written reports by students. 

2) Personal sessions of students with the supervisor. 

3) Daily sessions (one and one-half hours) in group dynamics and 
small group communication. 

4) Verbatim report seminars in which the students’ work with patients 
is examined with the supervisor and a group of peers. 

5) Theory seminars on the implications of the social and biological 
sciences for pastoral care and counselling. 

6) Field trips to other treatment institutions (the Alcohol and 
Drug Addiction Research Foundation, the Juvenile and Family 
Court, etc). 


These courses are available, entirely or in part, to clergy and theology student 
for different periods. 


This work is offered by the TIPT through the Division of University Exten 
sion, University of Toronto. One hundred and thirty-eight students have com 
pleted these courses during the period from 1962-1966. Most of these student 
are parish clergy and religious workers, theological students and institutiona 
chaplains; but also among the graduates are two theological professors, a famil 
counsellor from the Juvenile Court, a missionary and a university worker. Thei 
religious affiliation includes Anglican, Baptist, Lutheran, Presbyterian, Roma’ 
Catholic, United Church, and non-denominational. 


These educational programs are reasonably typical of the work being done 
A different kind of course has been established by the Program Director of th 
Pastoral Theology Program in London, who is also resident chaplain of th 
Ontario Hospital, London. He has formulated a three-year program to prepal 
clergy for marriage and family counselling; he is seeking funds ($150,000 for th 
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three-year period) to cover the costs of the program.? The program offers full- 
time intensive training and grounding in dynamic psychology, the theory of 
counselling and psychotherapy, plus one year of supervised experience. During 
this period the chaplain interne will be placed in direct contact with patients. 


Competence and Jurisdiction 


Some concern has been shown by the medical profession that the minister, having 
received some training in psychiatry and the behavioural sciences, may think 
himself competent to handle cases of mental disturbance. In response to this 
concern, the Canadian Council of Supervised Pastoral Education has explained! 
that although such a danger may exist, one of the purposes of these courses is 
to enable the pastor to recognize his limitations. The courses do not train a man 
to be a therapist; on the contrary, they make him more aware of the problems 
he is going to meet with people who are in hospitals, in penal institutions, in 
homes for the mentally retarded, or in his own parish. Thus he is alerted to 
serious health problems and is able to judge when a physician or psychiatrist 
should be consulted. At the same time, the clergyman so trained is better able 
to engage in effective counselling. These considerations apply to existing educa- 
tional programs. But the training program designed to prepare clergy for marriage 
and family counselling clearly overlaps with psychiatry and psychology. Clergy 
So trained would be trained to perform the same tasks handled by psychiatrists 
and psychologists. Without questioning the need for such therapists or questioning 
the principle that non-medical professions can be trained to do psychodiagnosis 
and psychotherapy, one can question the wisdom of training in psychodiagnosis 
and psychotherapy under church auspices. It would be better to have independent 
Schools, where clergy wanting advanced training in mental health could obtain it. 


Standards and Accreditation 


Formal training for pastors in the clinical field is such a new development that 
until recently standards and accreditation facilities have not been available in 
Canada. But in December 1965 the Canadian Council for Supervised Pastoral 
Education was formed for the purpose. The Council, a national organization, is a 
Tegulatory body which accredits programs and certifies Supervisors of courses 
in Supervised Pastoral Education, provided that they meet set standards. These 
‘Standards are still in the process of implementation. As a result, programs in 
Ontario have been seeking guidance and accreditation from agencies in the 
United States. The Council for Clinical Training in New York and the Institute 
of Pastoral Care, Boston, for example, provide supervisory facilities and have 
minimal standards and curricula for clinical training programs. They accredit 


8The London Institute of SPE, Draft Proposal of a Course in Marriage and Family 
Counselling, the Ontario Hospital, London. 
‘Proceedings of the Committee on the Healing Arts, May 23, 1967, pp. 2981-3004. 
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supervisors of such programs. Standards are set also by the American Association 
of Theological Schools. The Baptist Church and the Lutheran Church have their 
own certifying agencies in the United States. 


The standards set down by the Canadian Council for Supervised Pastoral 
Education for the accreditation of training programs include setting of the pro- 
gram, structure of the program, and content of courses.> In general these 
standards ensure the availability of teaching staff, physical facilities and financial 
support. They also require that each program be supervised by at least one person 
certified as a qualified supervisor and engaged in an established and recognized 
ministry. Minimum requirements are set also as to the duration of each course; 
the relationship between student and supervisor; the provision of conferences and 
seminars; the study of personal and social dynamics; the understanding of the 
relationship between theology and other disciplines, such as medicine, psychology, 
sociology, anthropology; and the study of research methods for advanced courses. 


In the Procedure for the Certification of Supervisors, it is stated that a person 
must have completed 
1) not less than six months in an accredited program; after this he 
proceeds to 
2) a further six months of probation training; 
3) to be certified as Acting Supervisor, he then completes three 
months’ training as assistant supervisor. 


Certification as Acting Supervisor is subject to annual review by delegates of 
the Accreditation and Certification Committee of the Council. After three months’ 
training as an Acting Supervisor, he is eligible for certification as a Supervisor 
of a clinical pastoral training program. Certain other requirements, which are 
prerequisite to admission into the probationary training course, must also be 
observed. The student must 

1) have graduated from a recognized college or university and from 
a recognized theological school; 

2) have been ordained or certified in a pastoral vocation or ministry; 

3) hold membership in the Canadian Council for Supervised Pastoral 
Education; 

4) supply evidence of satisfactory pastoral experience and certain 
personal qualities appropriate for such training. 


It should be noted that these standards are applicable only to those ministers 
serving as supervisors of theological training programs. They do not apply to 
chaplains in public institutions, except when they act as supervisors of such 
programs as well. The Council, however, hopes that its standards will also be 


5The Canadian Council of SPE, Brief to the Committee on the Healing Arts, January 1967, 
Appendix. 
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used by agencies desiring to appoint qualified chaplains to public or private 
institutions, and that these standards will meet the requirements of the Canadian 
Council of Churches Committee on the Certification of Chaplains in Public 
Institutions. 


The Canadian Council of Churches is the accreditation body for hospital 
chaplains. The required qualifications of a chaplain are as follows: 


1) He shall be a graduate of an accredited college and theological 
seminary, fully ordained and with good standing in a recognized 
faith group. 

2) He shall have completed a period of clinical pastoral training of 
at least one year’s duration, at least six months of which shall 
have been in a mental hospital; alternatively, he shall have had 
some period of clinical pastoral training and shall have served in 
a voluntary capacity as a mental hospital chaplain for not less than 
one year. 

3) He shall have indicated willingness and desire to seek further 
specialized training. 

4) He shall have the endorsement of the Canadian Council of 
Churches’ Department of Social Relations, through its Accrediting 
Committee for chaplains in Mental Hospitals. 


Apart from accreditation at a professional level, students of clinical pastoral 
training programs also seek accreditation at the academic level. In general, the 
training institution (which could be a hospital or an educational organization like 
the TIPT) does not give academic credit or confer degrees on students of 

pastoral programs. However, as such programs usually are organized in con- 
_ junction with universities, before taking the courses the student could arrange for 
recognition of them as a credit towards his degree in theology at his college. 


Functions of Clinically Trained Pastors 


Although it is recognized that clinical pastoral education is necessary for all 
theological students who are going into the public ministry in a parish setting, 
very few ministers have as yet undergone this training in Ontario. This is 
explained primarily by the short history of the program here and the small 
number of established programs now in existence. A large number of those who 
_have had this training are retained to offer their services in specialized settings, 
_to act as chaplains in public institutions or as supervisors of clinical pastoral 
_€ducation programs, or as both. Where chaplains work in public institutions in 
Ontario, such as the Ontario Hospitals, penal institutions, Addiction Research 
Foundation Centres, and homes for the mentally retarded, they become paid 


The Ontario-Quebec Region of the Association of Mental Health Chaplains, Brief to the 
Committee on the Healing Arts, December 1966, Appendix. 
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employees of the provincial government. It is not known how many ministers 
there are who have taken the clinical training course and are working in 
specialized settings, but the majority (about sixteen) are working as mental health 
chaplains in the Ontario Hospitals. 


The primary function of the chaplain is to provide a spiritual ministry to 
patients in the hospital, which includes the provision of scheduled services of 
worship for all those who can and wish to attend such worship services, and a 
pastoral ministry to patients. In addition, he is expected to interpret the function 
of the chaplain in the hospital and the meaning of religion to other hospital 
personnel; to interpret to the community (church and civic groups) the work of 
the hospital and the relationship of religion to the problems of mental health; to 
encourage, where possible, programs for the clinical pastoral training of semina- 
rians and clergy, and to offer opportunities for clergy to obtain specialized 
training in the ministry to mentally ill persons; and to utilize whatever community 
resources are available for the extension of this ministry. 


The hospital chaplain is often invited into psychiatric settings as a member of 
a therapeutic team in individual, family and group counselling, especially when 
patients and their families have strong religious commitments. The pastor will 
also pay regular visits to hospital wards. His task is to take an interest in the 
welfare of the patients, to offer friendship, and to help them verbalize their 
problems. He will interview patients referred to him by medical doctors when 
these patients have problems of religious guilt and fear. In this work of pastoral 
care, ministers have been visiting hospitals and giving encouragement to patients 
for generations. The difference is that only now are the clergymen beginning to 
incorporate the knowledge of the social sciences and biological sciences in human 
growth and behaviour, and to utilize their insights and methods in the functions 
of the ministry. 


Teaching is also one of the main functions of the hospital chaplain. Depend- 
ing on the qualifications of each individual chaplain, he may be the supervisor 
of chaplain internes in a clinical pastoral program, or he may be on the 
teaching staff for social workers and nurses. He frequently discusses particular 
cases with other pastors who have been called in by the patients concerned 
and who have had no clinical training. 


The pastoral function in a hospital is not limited to the patients alone. It 
includes assisting staff at all levels, and visiting clergy and relatives of patients. 
The chaplain introduces local clergy to the hospital and organizes lectures and 
seminars for them by psychiatrists, social workers and others. He serves a public 
relations function on behalf of the hospital, helping to bridge the gap that has 
existed for so long between the mental hospital and the community, and to reduce 
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the stigma attached to mental illness. All chaplains and training institutions for 
pastoral education are active in the work of involving the lay community in the 
work of the hospital, to promote understanding of mental illness and of the care 
and treatment of the mentally ill. 


The Toronto Institute of Human Relations 


As we have seen, the services provided by the clergy with clinical pastoral train- 
ing are involved directly in the mental well-being either of patients in specialized 
settings or of parishioners in a public ministry. However, these services are 
supportive of and complementary to, rather than competitive with, services pro- 
vided by psychiatry and psychology. The psychiatric patient sees the pastor as 
a sympathetic and helpful friend, rather than as a therapist. There is a different 
group of clergy to whom the term “pastoral counsellor” applies in a very 
different sense. This group is known as the Toronto Institute of Human Relations. 
It was organized by its two Executive Co-Directors, the Rev. Kenneth R. Allen 
and the Rev. J. Meroya Dickenson, who are “specialists in pastoral counselling” 
and who serve as consultants and colleagues to the “general practitioner” — to 
the pastor who has not had this specialized training in pastoral counselling. 


The Institute is a non-profit, church-related organization, established in early 
1967 through a merger of the Pastoral Counselling Service and the Toronto 
Institute of Family Relations. The PCS was established in July 1963 and the 
TIFR in October 1964. Both provided a service of personal, marriage and 
family counselling to anyone requesting it, regardless of religious affiliation or 
referral source. The Toronto Institute of Human Relations is governed by a 
Board of Directors composed of representatives of the sponsoring congregations 
and the two Co-Directors. All services offered are free of charge. The institute 
is financed almost entirely through the support of local congregations. A small 
portion of the budget is raised through voluntary contributions. 


The two Executive Co-Directors, Drs. Allen and Dickenson, are ordained 
Ministers of the United Church of Canada, with extensive training and experience 
in human relations counselling and education. Both are graduates of Victoria 
and Emmanuel Colleges in Toronto and hold Ph.D. degrees in Psychology and 
Pastoral Counselling from Boston University. They are also certified as Acting 
Supervisors of Pastoral Education Programs by the Canadian Council for Super- 
vised Pastoral Education. Prior to the establishment of the Institute, Dr. Allen 
Served as Director of the Toronto Institute of Family Relations and Dr. Dicken- 
son as Director of the Pastoral Counselling Service. 


The Institute seeks to assist Toronto-area churches in their own ministries by 


1) Offering a service of individual and family counselling to persons 
seeking help, with priority given to those referred by Toronto-area 
churches. 
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2) Providing opportunities for professional education and consultation 
to clergy and others in the field of pastoral counselling and human 
relations. 

3) Developing leadership and program resources for community educa- 
tion, especially in the area of marriage and family life. 

4) Initiating and encouraging research in human relations with parti- 
cular reference to the life and ministry of the Christian community. 


The direct counselling service to individual and families involves about one- 
half of each Co-Director’s time. Persons suffering from psychosis or very severe 
character and behaviour disorders are not accepted for counselling. The coun- 
sellors at the Institute deal with people who have less precisely medical problems, 
and they try to sustain long-term relationships with the clients. After an initial 
interview with the pastoral counsellor, the client who wants to continue the 
treatment is given appointments for further sessions. Each session lasts fifty 
minutes, and the average client comes for about five sessions. Those who are 
engaged in long-term therapy come for about fifteen sessions, while some may 
have as many as fifty sessions spread over a period of twelve months. Persons 
who are severely ill, or who require longer treatments or the application of 
drugs, are not treated by the pastoral counsellors; instead they are referred to a 
psychiatrist. The Co-Directors meet each week with a consulting psychiatrist 
for a ninety-minute case conference dealing with current counselling cases. Each 
Co-Director spends about twenty-one hours per week in this counselling program. 


The Institute provides consultative services for clergy of the community in 
such matters as follow-up on current referrals to the Institute, case conferences 
with the Institute staff and its consulting psychiatrist, assistance to parish clergy 
in dealing with difficult counselling cases which they themselves are carrying, 
and other problems in pastoral care. 


A wide range of educational programs is offered each year for clergy and 
interested laity. These include workshops, seminar series, two-week institutes, 
sensitivity-training groups and counselling internships. There are at present four 
internes under supervision in the Institute. The course content is flexible and 
varies according to practical need. The internes spend one and one-half hours 
per week with a psychiatrist and social workers, and one and one-half hours 
per week with the supervisors, Drs. Allen and Dickenson. These internes are all 
ordained clergymen with pastoral experience and training in counselling (for 
example, an M.A. in psychology or courses in clinical pastoral training). Candi- 
dates are selected also on the basis of the suitability of their personality to 
counselling work. 


Consultative help for community education in leadership and program 
development is available to those churches seeking help in initiating programs 
such as family-life education, parent-teen workshops, marriage preparation 
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courses, sex education programs, and communication-in-marriage groups. 
Refresher courses and supervision are also provided to lay persons who have 
had previous training in counselling and who wish to contribute a few hours of 
counselling time per week to their local church. 


Conclusions 


One must draw a clear distinction between informed pastoral support work by 
clergymen based on a clinical training program of the type offered at McMaster 
and the Toronto Institute for Pastoral Training, on the one hand, and the per- 
formance of psychodiagnosis and psychotherapy on the other. The latter are 
specialized professional services requiring specialized training in psychoanalysis, 
psychiatry or clinical psychology. 


In keeping with this distinction one must differentiate between the work of 
the chaplain or parish clergyman trained in pastoral counselling, which does 
not overlap at any point with that of psychiatrists and psychologists, and the work 
of the directors of the Toronto Institute of Human Relations, which clearly does. 
Since these pastoral therapists perform services that are in no way different from 
services that might be performed by a clinical psychologist, their training, registra- 
tion and other qualifications should be the same. Theological training is not rele- 
vant to the nature of the service but only to the context in which it is offered. 


The import of this distinction is not to criticize the work of the Toronto 
Institute of Human Relations, or to commend it, but only to indicate a significant 
difference in the nature of the services and to Suggest that any relevant legislation 
should take it fully into account. Otherwise, the procedures for accrediting and 
recognizing pastoral counsellors that are in formation would appear to be quite 
adequate. 


The interest among some pastoral counsellors in developing a full-fledged 
professional capacity for psychodiagnosis and psychotherapy is yet another piece 
of significant evidence in favour of the establishment of a training program for 
-fon-medical psychotherapists along the lines suggested by Kubie. 


Part Four: Prospects for Mental Health 
in Ontario 
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An Economic Consideration 


There is a basic economic issue involved in this report. Can a larger expenditure 
of public funds for the improvement of mental health services be justified on 
economic grounds, given the current state of psychiatric, psychological and social 
science and the methods they make available for treating mental disorders of all 
kinds? No scientific answer to this question is available. The one major study 
that exists applies to the U.S.;1 but even it is devoted largely to an analysis of the 
problems involved in getting the scientific data necessary to generate a reliable 
result. It provides an answer to our question in only one respect. 


It is easy to suppose that the cost of bringing about improvements in the 
mental health of a population is an incremental cost; one that must be added to 
the cost of other social services and deducted from the wealth generated by 
productivity. This concept is fallacious. Part One (pp. 20-24) of this report 
provides some details on the prevalence of mental illness in Ontario’s population. 
Impaired mental functioning involves a whole range of costs: work inefficiency, 
actual loss of work hours, a host of social costs such as alcoholism, delinquency, the 
support of children from broken homes, and so on — not to mention the individual 
costs of these and other expensive mishaps, such as traffic accidents directly trace- 
able to disordered mental functioning.” 


Therefore, society does not have before it the question: Will it or will it not 
sustain the costs of psychopathology? Rather it has only the question: In what 
ways will the cost be sustained? Fein’s preliminary study supports the conclusion 
that it is probable that major investments in the improvement of mental health 
services will prove to be the least expensive way of meeting these costs. Real 
improvements in the mental health of a population will more than meet the costs 
involved in bringing it about, because improved mental health leads to improved 
productivity and the reduction of other social costs. This argument will become 


1Rashi Fein, Economics of Mental Illness, Joint Commission on Mental Illness and Health, 
Monograph Series No. 2, Basic Books, New York, 1958. 


2W. Tillman, M.D., a psychiatrist practising in London, Ontario, has demonstrated the 
connection between neuroticism and automobile accidents. 
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more convincing with time as science and technology advance, as more people are 
educated to a post-secondary level, and as the need increases for the services of 
highly trained people in all areas of society who can function at a high level of 
efficiency. 


Certain other less tangible benefits also must be considered. Social science has 
established the link between neuroticism and various forms of hostility (racial 
prejudice, political extremism and militant nationalism).? If we are to ever bring 
a sane, just and humane society into being, then we must, as a society, take all 
the intelligent, realistic steps available to help individuals correct the forces in 
themselves that produce destructiveness, injustice and ignorance. 


What Mental Disorders Should Be Treated, and How? 


A second problem arises immediately. Given the limited professional resources 
available, would it not make more sense to concentrate these resources upon the 
treatment of the most severe forms of mental illness — those that usually require 
hospitalization (psychoses, and severe character disorders), leaving neurotic per- 
sons to make the best unassisted adjustment to life that they can? This problem is 
compounded by a second closely related one. The major form of treatment for 
neurotic disorders is psychotherapy. But psychotherapy is criticized as being 
demonstrably useless for the treatment of severe mental illness. “Individual psycho- 
therapy has failed as a major social strategy for the containment of disabling 
mental illness. It has failed with the character disorders, with the addictions and 
with the criminal psychopath.’’4 This argument has been extended to the treatment 
of the neurotic disorders and has been used as an argument against the training of 
more psychotherapists. 


We have, in essence, a proposal that we should train large numbers of 
people to treat the least pressing of society’s mental ills — neurotic prob- 
lems — by emphasizing a general technique — psychotherapy — that has yet 
to demonstrate its value, in this or any kind of psychological deviation.® 


This statement by B. A. Maher combines the two-fold doubt of some psychiatrists 
and psychologists expressed in the questions: What benefits derive from treating 
psychoneurosis in patients at all? What benefits derive from treating it by means of 
psychotherapy? 


No one would deny that there are no scientific validations, using control 
groups, of the efficacy of psychotherapy or psychoanalysis. As the President of 


8See W. Eckhardt and N. Z. Alcock, “Ideology and Personality in War/Peace Attitudes”, 

and N. Z. Alcock and W. Eckhardt, “Towards a Theory of Social Behaviour”. Papers 
presented at the Annual Meeting of the Canadian Peace Research and Educational Associ- 
ation, Calgary, June 1968. 

4C. G. Pennett, “Manpower and Psychiatry: university perspectives”, in Manpower and 
Psychology, No. 1, 1963. 

5Brendan A. Maher, “Training for Professional Psychology”, Canadian Psychologist, Vol. 6, 
mo. 1, p. 135. 
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the American Psychoanalytic Association pointed out, the reason for this situation 
is not hard to find. It would be contrary to any decent morality to use neurotic 
patients as guinea pigs for controlled studies of the efficacy of psychoanalysis.® 
The same would apply to psychotherapy. The fact is that psychotherapy has been 
proved neither efficacious nor inefficacious in the narrow scientific sense. However, 
it has proven to be efficacious enough, to enough persons, to justify fully its 
continued and expanded use. For example, a psychiatrist has a consultation with 
a patient who is suicidal; he then treats him by means of psychotherapy over a 
period of months, during which time he helps the patient become aware of and 
resolve the forces at work in his life producing the suicidal tendency. The patient 
leaves therapy with a new understanding of himself and an improved functioning 
which makes him proof against his former suicidal tendencies. This type of 
experience provides the psychiatrist with all the evidence he requires to proceed 
with his therapeutic work. The data concerning the prevalence of the use of this 
treatment method as compared with other methods by Ontario’s psychiatrists are 
satisfactory indirect evidence that this experience is not limited to a few eccentric 
practitioners (Tables 3.2, 4.8). 


Part of the difficulty the critics of psychotherapy have in making an evaluaton 
derives from their own paradigm of successful treatment. This concept can be 
defined roughly as the removal of pathological symptoms by means of a repeatable 
mechanical process which eliminates the cause of the symptoms. The injection of 
a drug which produces an involuntary chemical effect in the body and removes 
a set of symptoms is an example of such a curative process. But psychotherapy 
is a psychological process which is in part voluntary. Thus it requires the full 
cooperation of the patient. It is also in part involuntary, in that the patient responds 
unconsciously to the therapist’s interpretations and confrontations. But the result 
is not so much a cure in the sense of the removal of some disease entity as a 
redistribution of instinctual energies and an improved self-understanding which 
makes the individual more able to live successfully, meaningfully and without 
psychological symptoms. 


It is not clear that any less time-consuming method for treating neurotic 
disorders will ever be invented. Even with the discovery of mind-changing drugs 
of a quality far superior to those that now are available, there will always remain 
the problem of integrating the changes automatically and mechanically produced 
by drugs into a stable, reality-oriented, healthy personality. In any case, no such 
mind changing drugs or other mechanical techniques are now available, or are 
likely to be soon available for the treatment of neuroses. Consequently, the 
burden of treating neuroses must fall on the shoulders of psychotherapists and 
psychoanalysts. Many more psychotherapists and psychoanalysts are needed, if 
resources for treating psychoneurotic illness are to be increased. 


6Field interview with Charles Brenner, M.D., President, American Psychoanalytic Association, 
New York, October 1967. 
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The first part of the question must then be dealt with: Is there a case for 
investing substantial resources in developing many more psychotherapists so as to 
treat more psychoneurotic disorders? The basic answer to this question is quite 
simple. Although psychoneurotic disorders are usually not as severe as psychotic 
illnesses, they are still serious forms of mental ill health which require treatment 
by competent professionally trained people. A woman suffering from severe 
agaraphobia is not only in a condition of personal psychological distress and 
handicap; she is also unable to carry out the essential functions of her life. If she 
is a wife and mother, her illness will pose a threat to her marriage and to the 
healthy maturation of her children. This condition responds to psychotherapy. It 
would be as absurd to plan a mental health service in which there was no pro- 
vision for the treatment of illnesses of this type as it would be to plan an ortho- 
paedic service in which the less severe bone fractures would not be treated, on the 
grounds that they would probably not kill the patients, if left untreated, and would 
likely reknit without any special medical intervention, even if the foot might 
become crooked and never again function properly or adequately. 


In terms of its frequency, psychoneurosis is much more important than 
psychosis. Psychosis is a relatively uncommon condition representing considerably 
less than 16 per cent of significantly disabling mental illnesses, whereas psycho- 
neurosis represents approximately 84 per cent of such illnesses (Tables 4.5, 4.6, 
4.7). The percentage of psychotic illnesses will decrease as one expands the criteria 
for mental illnesses to include the less disabling disorders. This fact is reflected in 
the experience of the province’s general practitioners as reported in an earlier 
section (Table 5.5). Therefore, it would be irresponsible not to plan health 
Tesources which include the best possible services for the treatment of at least the 
more severe psychoneurotic disorders. 


To this argument there should also be added the consideration adduced in the 
introductory section of this report. If Ontario’s mental health services were per- 
mitted to stagnate at their present level of development and become limited almost 
entirely to the treatment of hospitalized patients, it is likely that the quality of 
these services would decline, because talented young people would not be attracted 
into professions exclusively devoted to them. In order to attract the most talented, 
more opportunities are needed for a diversified professional practice and a hospital 
system that provides diversified practice experience in terms of inpatient, outpatient, 
hospital and private practice, research and teaching, as well as opportunities to 
treat both psychotic and neurotic patients. 


The most basic consideration is a simple one. Persons suffering from psycho- 
neurotic disorders are just as deserving of the best treatment available as persons 
suffering from psychoses. Consequently, the province requires more psychothera- 
pists who are trained to treat psychoneurosis. These therapists also could contribute 
to the treatment of at least some psychoses which have been brought under control 
_ by drugs, when there is a need and capacity for more insight by the patient into 
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the psychodynamics of his condition. Such therapists could become involved in 
the treatment of alcoholics, especially that group of alcoholics who have been able 
to remain employed and are able to recognize the threat of the alcoholism to 
themselves and their dependents. Psychotherapists could treat adolescent de- 
linquents, emotionally disturbed children, university students and other young 
people encountering difficulties in maturation. They could assist physicians in the 
treatment of psychosomatic conditions in their patients. In short the need for more 
psychotherapists is one of the most critical needs in mental health in the province. 


The Need for Psychotherapists 


This need has been studied and documented by many writers, but by none more 
effectively or constructively than L. S. Kubie, an American psychiatrist and 
psychoanalyst. 


. .. the obstetrician in the delivery rooms, the educators in the nursery and 
kindergarten, in grade and high school, in colleges and graduate and pro- 
fessional stratospheres of education, all are seeking whatever light the 
psychiatrist can throw on their problems. Competing for his services are 
children’s courts, domestic relations courts, criminal courts, reformatories 
and prisons, probation officers, and every other organized effort at rehabili- 
tation. In industry his help is sought in personnel work, in the allocation of 
men to proper tasks, in grading loads to man’s capacity, in sheltered work- 
shops. He is sought by every variety of social agency and by churches to 
deal with the human problems of parishioners. Sometimes his aid is sought 
even on larger issues of national and international import. At the same time, 
and to an ever-increasing extent, he is invited to share in the healing work 
of the medical and surgical wards of adult and pediatric services, of all the 
specialist services in general hospitals, and in every out-patient clinic, and 
especially in the institutions that are growing up to care for the long lived 
sufferers from chronic illnesses and from the disabling residual impairments 
of past disease whose acute phase the patient has survived. Please note that 
this astronomical test has not yet included the psychiatric hospital, the 
psychiatric out-patient department, or the consulting room of the private 
practitioner. Nor has it included the many administrative and policy func- 
tions which the psychiatrist is called upon to fill in medical schools, where 
he must first help to screen the applicants, and then all too frequently he is 
called upon to treat as well as teach his medical students, and many of his 
colleagues as well.? 


Dr. Kubie is describing the situation in the areas of the U.S. where psychiatry 
and psychiatric services are better developed than anywhere in the world. The 
implication for Ontario is very clear. We now have serious shortages of psychia- 
trists, psychologists, social workers, psychiatric nurses and occupational therapists. 


These shortages will become more critical as the pressures for more and better 
services grow. 


7L. S. Kubie, op cit., pp. 283-284. 
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Dr. Kubie has postulated a factor arising out of the growth of medical science 
and technology that will also add to this pressure. 


Large additions to this demand arise as a consequence of the fact that all 
of medicine is passing through a long period of half-cures. Every medical 
and surgical discipline must go through stages in which it can keep people 
from dying or from becoming totally disabled, but without restoring them 
to full health. This is happening today in every aspect of organic medicine 
and surgery, and in psychiatry itself. We are being challenged on all sides 
by increasing numbers of human beings who are half-sick and half-well, 
and who, because of the triumphs of modern medicine, reach old age in 
that state. The problems which this creates are self-evident; and these 
patients and their families are being brought to psychiatrists in increasing 
numbers for psychodiagnosis and psychotherapy.8 


According to the comments received in the open section of the questionnaire to 
physicians (Study 3), this pressure is already being felt by Ontario’s medical 
practitioners. 


There are other factors that might be added, such as the increasing concern 
about prevention, the excellent educational work of the National Association for 
Mental Health, the World Health Organization and the World Federation of 
Mental Health. The combined effect of all these factors is an explicit and implicit 
demand for psychodiagnostic and psychotherapeutic services that far outstrips the 
numbers of psychiatrists able to provide it. Kubie goes on to point out a major 
implication of this situation. 


... there are not enough trained psychiatrists to meet even a minute fraction 
of this demand. Instead, (one) find(s) here and there one psychiatrist of 
varied training giving, at the worst, a demonstration of how not to do such 
work. At the best, he supplies a small sample of how valuable such services 
might be if only enough trained personnel were on hand. Thereby he 
creates an impatient demand for more. But since there are no psychiatrists 
to satisfy the hunger which he has roused, the frustrated claimant turns in 
anger to the untrained, to the cultist, and to the quack, who will exploit 
his need.9 


It follows from these arguments that the most effective way, and in the end 
the only way, of coping with the danger of quackery in mental health is to train 
the numbers of qualified persons needed to serve the mental health needs of the 
province’s population. It would make more sense to spend money on this approach 
than to invest large sums in administering legislation designed to prevent quackery 
by punishment. This argument is not an argument against such legislation. It does, 
however, establish the limits of its usefulness. 


Current Resources 


Early sections of this report have documented Ontario’s need for increased thera- 


8Ibid., p. 284. 
Ibid., p. 285. 
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peutic resources in mental health. A major impact of this shortage, resulting in 
grossly inefficient use of some of the resources that are now available and profound 
frustration for all concerned, can now be analyzed and described. The treatment 
process always consists of three stages: identification, diagnosis and treatment. 
We now have more resources for identification and diagnosis than we have for 
treatment. The result is bottlenecks in every service; at best, at the second stage — 
diagnosis — at worst, at the first stage — identification. Doctors, and general 
practitioners in particular, report many cases of neurotic disorders, often associ- 
ated with somatic symptoms, which they are able to identify as such and diagnose 
in a preliminary way but which they are not able to treat to their —or pre- 
sumably, to the patient’s — satisfaction. The Department of Reform Institutions 
has reasonably well-developed diagnostic services for the inmates of the reform 
institutions, but relatively little is available for treating those inmates who, while 
not psychotic, are in need of therapy and have some prospect of benefiting from it. 
The schools of Ontario each year identify many students in need of psycho- 
therapeutic help, if they are to make a success of their educational experience let 
alone their personal development, but there are no treatment resources available 
for them. The same problem is encountered by family service agencies and by the 
Alcoholic and Drug Addiction Research Foundation, and by Children’s Aid 
Societies. Diagnosis without treatment is utterly futile. And the fact is that diagnosis 
preparatory for, and as part of, treatment requires a special set of trained obser- 
vational and cognitive skills which the educational psychologist, the psychome- 
trician, the social worker and the teacher cannot be expected to have. Only when 
the problem is seen in these proportions can its real magnitude be appreciated. 
It can be seriously attacked and significantly reduced only by training many more 
psychotherapists. It is the shortage of skilled, expert psychotherapists that is by 
far the greatest single factor causing inadequacy and lack of merit in the province’s 
mental health services. 


Methods for Providing More Psychotherapists 


Thus the central problem facing mental health in Ontario is how to train the 
numbers of skilled psychotherapists required. It is clear from the details of this 
report that there are a number of different options. These are: 

1) To limit psychodiagnosis and psychotherapy to qualified psychia- 
trists and to undertake to train sufficient numbers of psychiatric 
psychotherapists who would form a specialty within psychiatry 
(Chapter 4). 

2) To extend psychodiagnosis and psychotherapy to medical practi- 
tioners and to undertake to improve the psychiatric content of 
undergraduate training sufficiently to make general practitioners 
competent in this area (Chapter 5). 

3) To extend psychodiagnosis and psychotherapy as in 2) but also to 
include psychologists, psychiatric social workers and psychiatric 
nurses with advanced (doctorate) training (Chapters 7, 9, 10). 
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4) To train a new clinical profession of psychotherapists that would 
be prepared specifically to perform psychodiagnosis and psycho- 
therapy (Chapter 11). 

5) To train subprofessional personnel to perform mental health coun- 
selling under supervision (Chapters 8, 12). 


This report has already provided reasons for rejecting the first and second 
options (Chapters 4, 5) and for adopting the third with a number of conditions 
being understood. These are as follows: 


1) Before a physician, psychologist or social worker is allowed to 
practice psychodiagnosis and psychotherapy, each must be properly 
prepared by a training program that provides as much theoretical 
and supervised practical work in psychodynamics as is now required 
of psychiatrists who train to be psychotherapists. In particular, 
experience with control cases under supervision is necessary. 

2) A non-medical psychotherapist should be obliged to diagnose and 
treat patients only on referral from a doctor who is responsible for 
medical diagnosis and medical treatment prior to and during treat- 
ment by a psychotherapist. The psychotherapist is responsible for 
the psychodiagnosis and psychotherapy. 


A failure to meet the first condition would result in the weakening of the 
standards of psychotherapeutic practice. A failure to meet the second would result 
in risks to the health of individuals through the failure to diagnose and treat an 
associated organic illness. 


In the light of these preconditions, it also becomes apparent that a general 
practitioner could not be adequately prepared by his undergraduate medical train- 
ing to practise psychotherapy but would need postgraduate training, as does the 
psychology, sociology or humanities major. This consideration, in itself, provides 
an important argument in favour of the fourth option, if that option is understood 
along the lines of proposals made by Kubie, whose views concerning the need for 
such a profession have already been presented (Chapter 11). Given the difficulties 
inherent in training general practitioners for this work, it is not realistic to look to 
them for the required services. And, given that a new type of training program is 
needed for a new profession, the same training program could be used to prepare 
Such general practitioners as have a special interest in and aptitude for psycho- 
therapy. 


The two preconditions stated do not rule out vigorous steps along the lines of 
the third option. On the contrary they support it. However, it is essential that 
training in psychotherapy for psychologists and social workers should be at least 
as good as the training available to psychiatrists who have specialized in psycho- 
therapy. At the present time this standard could not be achieved without the full 
Support of psychiatrists, if any expansion of the numbers of clinical psychologists 
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in training were to occur, because of the shortage of psychologists who are top 
flight psychotherapists. This shortage is a reason for attracting such psychologists 
from the U.S., because psychiatric teachers will be kept busy expanding train- 
ing programs in psychiatry. It does not provide an argument for denying to 
psychologists opportunities for such training. 


Unfortunately a major effort to provide the needed psychotherapists cannot 
be expected from Ontario psychology. A realistic view of psychology and how 
much it can offer to the development of psychotherapeutic services in Ontario 
during the next two decades must take into account at least three considerations: 

1) Some of the largest psychology departments in Ontario’s universities 
— Toronto, Western, McMaster and Carleton — are devoted al- 
most entirely to experimental psychology. In the university depart- 
ments that have clinical sections, such as Queen’s, York, Waterloo 
and Ottawa, the clinical members are, in most cases, a relatively 
small section of the department, the clinical program is relatively 
new, and its financing is often somewhat precarious. 

Clinical psychology is the weakest and least developed branch 
of psychology in university departments. It is often viewed with 
suspicion and resistance by those who dominate the departments — 
the experimentalists. 

2) The second precondition (above) makes it mandatory that there be 
close professional cooperation between medicine and psychology. 
Without faulting either profession, there is little evidence of a 
willingness on the part of medicine to train physicians to work 
closely and effectively with psychologists in the treatment of psycho- 
neurotic patients. There is also little evidence that this cooperation 
occurs spontaneously as frequently as it would have to if a great 
many more psychologists were to become usefully involved in 
psychotherapy. 

3) Many psychologists, especially in Ontario, are preoccupied with 
differentiating clinical psychology theoretically, diagnostically and 
therapeutically from psychiatry, and to the same extent they are not 
interested in training themselves or others to become psycho- 
therapists. 


For these reasons it is unrealistic to assume that the public need for psycho- 
therapeutic services can be met by simply allowing psychologists who meet the 
two preconditions specified above to practice it. Approximately the same con- 
siderations apply to social work, as the section devoted to psychiatric social work 
indicates. Consequently, the fourth option must be given the most serious and 
urgent consideration. 


The details of the Kubie proposal to establish a new profession of non-medical 
psychotherapists have already been outlined (Chapter 11). No other single step 
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would contribute more to the growth of the kind of professional resources that 


are so badly needed in every aspect of mental health in the province: hospitals, 


community clinics, private practice, residential treatment centres, specialized clinics 
and family services. One of the most attractive features of the proposal is the 
strong working relationship that could be established between such a profession 
and medicine. It is therefore urgent that the establishment of an institute for the 
training of such professionals at an appropriate university should be adopted as a 
first priority. Such a development would not detract from or substitute for the’ 
efforts being made at York, Waterloo and Queen’s to strengthen postgraduate 
education in clinical psychology. On the contrary, it would strengthen and support 
their work. This is a field in which there is not the slightest danger of the un- 
necessary duplication of effort in the foreseeable future. 


Freud has emphasized in a slightly different context an extremely important 
secondary advantage to be reaped by the establishment of such an educational and 
training institute in a university. 

In the investigation of mental processes and intellectual functions, psycho- 
analysis pursues a specific method of its own. The application of this 
method is by no means confined to the field of psychological disorders, but 
extends also to the solution of problems in art, philosophy and religion . . . 
thus the general psycho-analytic course should be thrown open to the 
students of these branches of learning as well. The fertilizing effects of 
psycho-analytic thought in these other disciplines would certainly contribute 
greatly toward forging a closer link, in the sense of a universitas literarum, 
between medical science and the branches of learning which lie within the 
sphere of philosophy and the arts.1° 


No university in Ontario yet enjoys these advantages. 


Certification and Licensing 


It is expedient in this context to consider the general question of certification and 
licensing procedures in the mental health field. There are two basically different 
concepts: one is to base both certification and licensing on the professions; the 
other is to base certification on profession, but to base licensing on function or 
service. Certification serves the necessary purpose of enabling the public to know 
that they are forming a contract with a bona fide member of the profession. In 


other words, it makes it possible for the public to identify an individual as 


belonging to a legally recognized profession. Licensing establishes the right of an 
individual, based on training and demonstrated competence, to perform a set 
of services in exchange for a reward. It establishes legal responsibility for mis- 
adventure arising out of the service. An interprofessional licensure is especially 
applicable when, as is the case with the mental health professions, knowledge, 


10S. Freud, “On the Teaching of Psycho-Analysis in the Universities”, Standard Edition, Vol. 


XVII, Hogarth Press, London, p. 173. 
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training, technology and service capability are shared by a number of professions. 
This advantage can best be demonstrated by considering an anomaly inherent in 
the present system which has been discussed already in detail at an early stage in 
this report. At present the general practitioner who, let us assume, has received no 
adequate training in psychodynamics may nevertheless perform a psychodiagnosis 
and psychotherapy. But a clinical psychologist who, let us assume, has been 
thoroughly trained in psychodiagnosis and psychotherapy is required by law to 
treat patients suffering from “any type of mental disorder” only on “the request 
of or in association with a duly qualified medical practitioner”. 


It is compatible with the existing law that the “duly qualified medical practi- 
tioner” be a general practitioner without any adequate psychiatric training. Neither 
is the nature of the relationship between doctor and psychologist defined. In some 
circumstances the relationship is supervisory with responsibility for the treatment 
of the patient retained by the physician; in others it is, in practice, merely a 
formality with responsibility assumed by the psychologist. Thus the necessary 
relation to guard against medical mischance is not adequately spelled out in the 
law governing psychological practice, and the necessary relation to a psychiatrist 
or psychologist to guard against psychiatric mischance is not recognized at all in 
the law governing medical practice. 


In fact, in terms of their trained competence, which is the only valid criterion, 
it would seem more appropriate to require physicians except psychiatrists to treat 
psychological disorders under the supervision of psychologists. This anomaly could 
be corrected by detaching the performance of specific therapeutic services from 
the exclusive possession of a profession, in this case medicine, and licensing its 
practice only on the basis of demonstrated competence as guaranteed by the com- 
pletion of an adequate training program and examination. Thus a licensing board 
could be established to examine and license the practitioners of a number of 
different professions including medicine, psychology, social work and nursing, 
when these professionals had undertaken the requisite training and had passed the 
licensing examinations. Each profession could train its own members in psycho- 
diagnosis and psychotherapy in its own training program or cooperatively, but the 
standard of training would become interdisciplinary. An individual member of any 
profession would have to demonstrate his ability to meet the shared standard. 


The effect of this arrangement would be that general practitioners or other 
medical practitioners who had not undertaken the prescribed training would not 
be able to practise psychotherapy legally. The same legal stricture would apply to 
psychologists, social workers or any other professional or subprofessional person. 
Given the intrinsically interprofessional nature of the science and technology 
involved, it would appear that this system is the more realistic one. 


It would remain, of course, that a psychologist licensed to practise psycho- 
therapy could not practise under the same conditions as a psychiatrist or a general 
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practitioner who had undertaken training in psychotherapy, but would be subject 
to the specific constraints already discussed (Chapter 4, Chapter 6, Chapter 10, 
Chapter 11). However, in the interests of realism it should be pointed out also 
that the safety of the patient would probably be better assured by a psychotherapist 
working in close alliance with an internist than is sometimes the case when a 
patient is treated by a psychiatrist who has been out of touch with medical practice 
for many years. Kubie puts the point well. 


Is a patient safer in the hands of a psychiatrist who practises the medicine 
of 1910, or of a Doctor of Medical Psychology, trained as outlined above, 
and associated with an internist of 1950? What is the honest and realistic 
answer to this question? What is more, it will be easy to check the activities 
of the Doctor of medical psychology, so as to make sure that he is abiding 
by the law: whereas it is difficult to check up on the doctor of medicine, 
who can always claim that he has made his own physical examinations, 
even when these were of a cursory, inadequate and antiquated nature.11 


By the same token this form of licensure would meet the criticism which is 
often levelled by psychiatrists against psychological training, and which gives some 
justification to their view that psychologists require medical supervision. A Ph.D. 
in psychology, they rightly point out, does not, per se, equip a psychologist to 
perform either psychodiagnosis or psychotherapy. His training may have no 
psychiatric or psychodynamic components whatsoever. Nevertheless, as things now 
stand he may be registered after one year of practical experience and practise 
applied psychology. The separation of licensure from certification in the manner 
outlined would correct this situation. | 


Although the discussion has been couched in terms of psychodiagnosis and 
psychotherapy, the same principles could be extended to other professional func- 
tions such as personality assessment, hypnosis, social casework, and so on. In 
each case what would be licensed would not be the services of a profession, per se, 
but a service, per se. The concept could be utilized for those services that are 
legitimately interprofessional. 


An alternative to interdisciplinary licensure is a stricter application of functional 
differention and training standards within each profession. Thus a licence to 
practise psychotherapy could be issued to medical doctors properly trained to 
perform it by a medical licensing body, a licence to practise psychotherapy could 
be issued to psychologists, equivalently trained, by a psychology licensing body, 
and so on. Such an arrangement would be a distinct improvement on what now 
exists. But it would fail to do justice to the genuinely interdisciplinary and inter- 


_ professional nature of the service in question. And it would not be able to 
_ guarantee a common standard. 


NL. S. Kubie, “The Pros and Cons of a New Profession: A Doctorate in Medical Psychology”, 
in Texas Reports on Biology and Medicine, Vol. 12, No. 3, 1954, pi 162. 
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Licensing Boards 

Interdisciplinary licensing would require a different type of licensing board. Th 
composition of a certifying board could be properly restricted to the members o 
the profession in question. But the composition of a licensing board for psycho 
therapists, for example, should include psychiatrists, psychologists, psychoanalysts 
psychiatric social workers, as well as doctors of psychological medicine (when thi 
profession comes into being). However, as indicated earlier, there is also a cas 
for including in the membership of any such licensing board persons who ar 
not members of any of the professions involved and who, while sympathetic t 
the needs of the professions, could be expected to act as representatives of th 
public interest in policy discussions and administrative decisions. They coul 
also take a detached attitude towards any interprofessional rivalry that migh 
occur among the professional members of the board. These members, for obviou 
reasons, should be in a minority but their presence and their right to advance 
independent viewpoints would be salutary. 


The general aim of this and other considerations relating to the mental healtl 
professions in this report is to support the development of many more highh 
trained diagnosticians and therapists, especially among the non-medical professions 
Medicine in general, and psychiatry in particular, are now and will continue t 
be unable to meet demands for mental health services throughout the province 
This fact has long since been recognized in the U.S. even though psychiatry 
clinical psychology and psychoanalysis are at a much higher level of developmen 
in comparable American jurisdictions than they are in Ontario. Therefore, ou: 
only recourse is to train more and better non-medical mental health professionals 
Then it will be possible to move safely in the direction of option 5) above: the 
training of subprofessional mental health counsellors. 


Before considering this issue, a cautionary note must be given. There is <¢ 
notion favoured by some, including some psychiatrists, that just about anyone 
with a modicum of preparation and a great amount of empathy for the difficultie: 
of others can engage usefully in psychotherapy. This is a foolish idea, since, if i 
had a grain of truth, psychosis would be the only significant mental illness 
psychoneurosis having been eliminated by natural human intercourse. In fact, mos 
mental illnesses are psychoneuroses which are directly traceable to impaired anc 
impairing parent-child relationships communicated without improvement fron 
generation to generation. It is also a dangerous idea, in that it encourages peopl 
to seek help from persons who are not competent to help and who may in fac 
cause some damage. There is some reason for concern that because of the grave 
shortage of qualified professionals there will be an increase in the numbers 0: 
pseudo-therapists and counsellors. Despite these dangers, some promising, imagina: 
tive responses to the manpower problem have been made in the form of trainings 
programs for subprofessional therapists and counsellors. 
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Training of Subprofessional and Non-professional Therapists 


Imaginative and constructive work in the training of subprofessional psycho- 
therapists and mental health counsellors undertaken in Ontario and the U.S. has 
been described elsewhere in this report (Chapter 4, Chapter 8). One difference 
is striking: the American program is conducted by highly qualified professionals. 
A program initiated within the Department of Reform Institutions, by contrast, is 
conducted by a social worker without an M.S.W., who was himself guided by an 
M.S.W. who had received his training in group psychotherapy in an informal 
in-service ad hoc training program. Clearly supervision and instruction cannot be 
what it should be, because there are not enough well-trained diagnosticians and 
therapists. In such a program, all kinds of hazards can develop despite the best 
intentions and efforts of all participants, because good intentions and sincere 
efforts are no substitute for knowledge when dealing with the complex human 
interactions involved in psychological therapy. 


Again, Service Three in New Haven serves as a useful guide. The Director of 
Service Three is in a much better position to provide the supervision necessary 
when subprofessional mental health workers become involved in therapy. His 
large complement of professionals enables him to keep the ratio of professionals 
to subprofessionals in reasonable balance. It is really only in such circumstances 
that subprofessional therapists can work safely, for otherwise supervision is only a 
word. It could be that no treatment at all for psychoneurotic disorders would be 
more in the interest of the patient than having his problems aggravated by the 
inept interpretations and interventions of a semi-trained, semi-competent therapist. 


However, with increased numbers of well-trained and experienced psychiatrists, 
psychologists and psychiatric social workers, it should be possible to increase the 
number of supporting subprofessional workers who can engage in the treatment 
and counselling of selected patients under supervision. The importance of such 
a development cannot be exaggerated. It could provide badly needed mental 
health services in a variety of different contexts, such as centres for the treatment 
of alcoholics, reform institutions, probation, marriage counselling services and 
social agencies. 


One of these areas, the treatment of alcoholics, has been selected for comment 
here because an excellent study of the issues involved has already been published 
by Reginald G. Smart.!2 Smart shows that no substantial inroads into the 
alcoholism problem can be made without the utilization of subprofessional psycho- 
therapists. A survey of the literature on subprofessional training shows that effective 
therapists can be produced in this way. Smart concludes that “programs for the 
selection, training, and recruitment of non-professional therapists are badly needed 
for the treatment of the mentally ill, especially alcoholics”.1® 


12Reginald G. Smart, “Mental Health Resources and the Treatment of Alcoholics in Ontario”, 
Alcoholism and Drug Addiction Research Foundation (unpublished paper). 
13] bid., p. 11. 
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The work of Rioch is particularly applicable.4 Rioch undertook a pilot project 
to train married women carefully selected for intelligence and therapeutic potential. 
The training, which consisted of approximately one and one-half years of graduate 
study, was directed towards the preparation of psychotherapists for adolescents. 
Independent evaluations of the work of these therapists showed that they had 


acquired useful skills. 


In Ontario there is a growing body of married women who have received 
a university education, who have made a success of their family life and, in their 
late thirties or early forties, with children at school all day, find themselves in 
need of meaningful and challenging work. It would be reasonable to assume that 
a considerable number of such women in this particular life situation would be 
attracted to such a training program and could do effective work in providing 
psychotherapy under supervision to a wide variety of persons — from alcoholics, 
to persons in need of help with the problems of their marriage, delinquent 
adolescents, and so on. It has been pointed out by Smart that there is a large 
group of trained nurses who no longer practise nursing.!® It is possible that the 
major reason for discontinuing their nursing work, in a fair number of cases, is 
the incompatibility of shift work in nursing with married life. If so, some of these 
nurses might welcome an opportunity to develop mental health therapeutic skills 
in order to be able to work, perhaps on a half-day basis, in an outpatient service. 
There is a substantial, unused resource of well-educated and trained women in 
the province who would have no aversion to working under supervision and who 
could, with training, become highly competent mental health counsellors or 
even psychotherapists for selected patients and thus substantially improve the 
level of available resources. 


Adequate safeguards would have to be established to guarantee that sub- 
professional or non-professional mental health counsellors would work within 
the limitations imposed by the nature and extent of their training. These safe- 
guards could be achieved by adding certain conditions to those that obtain for 
non-medical mental health professionals. Two further conditions would be needed: 
1) such therapists would be permitted to treat only selected patients — the selec- 
tion being made by a mental health professional who is fully trained in psycho- 
diagnosis; 2) such therapists could treat patients only under the supervision of a 
mental health professional who is fully trained in psychotherapy. Consequently, 
these therapists could not work in private practice, unless in a private group 


14M. J. Rioch, C. Elkes, A. F. Arden, “Pilot Project in Training Mental Health Counsellors”, 
U.S. Department of Health, Education and Welfare Publication, 1965. Also, M. J. Rioch, 
“Implications of Two Pilot Projects in Training Mature Women as Counsellors”, American 
Psychological Association Symposium, Chicago, September 1965; and W. Schofield, “Psycho- 
therapy: The Purchase of Friendship”, Prentice-Hall, Englewood Cliffs, N.J., 1964. 
15Reginald G. Smart, op. cit., p. 5. 
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practice operated by fully qualified and licensed mental health professionals who 
would be in a position to undertake the selection of patients and the continuous 
supervision that is necessary. 


Under these conditions the training of a body of subprofessional mental health 
counsellors would have a secondary gain for society. It would increase the number 
of persons in our community who have a sound grasp of some range of mental 
health problems, who have a capacity to deal effectively with them, and who are 
familiar with the treatment resources available. The presence of increased numbers 
of such persons would, as Service Three in New Haven has already demonstrated, 
greatly improve the communication and interrelationships of mental health 
services with the community and it would be a major step towards achieving 
the objectives of community psychiatry. 


However, a number of problems arise out of any such scheme. Is it really the 
case that married women with B.A.’s, retired nurses, early school leavers with 
high intelligence and mature personalities can be trained in relatively (as com- 
pared with professional training) short periods of time to be effective mental 
health counsellors? If so, does the training of professional psychotherapists require 
the educational prerequisites and the time now demanded? Is there a valid dis- 
tinction between counselling and psychotherapy? Is psychotherapy a professional 
service at all? 


There are members of the mental health professions who do hold the view 
that psychotherapy is not intrinsically a professional service, but that it is a 
latent natural talent in some people. They feel that unless it is already present, 
no amount of training will enable an individual to develop it. These members of 
the mental health professions support the idea of training subprofessional psycho- 
therapists and mental health counsellors, seeing the role of the professional as 
increasingly one of supervision and consultation. Yet other members of the mental 
health professions take the opposite view. They oppose the training of subprofes- 
sional counsellors because they feel that it threatens their own claims to the 
Status of a professional based on their expertise in psychotherapy. Underlying 
this reaction is also the idea that psychotherapy is not intrinsically a pro- 
fessional activity. 


However, if one reflects on the history of the treatment of mental illness in 
our civilization, and on the inadequacies and difficulties people encounter in dealing 
with even minor psychopathology in themselves and others, one quickly appre- 
ciates how essential an intensive, professional training for the psychotherapist is, 
before he can be relied on to use any natural talents he may have for rendering 
effective help to persons suffering from a neurotic disability. Consequently, this 
work can be safely shared only with subprofessional therapists when they are 
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trained by professional psychotherapists, when the limits of their activities are 
defined by professional psychotherapists through the selection of patients, and 
when their therapeutic work is carried out under the close supervision 
of professionals. 


The general uncertainty about this problem is reflected in the words used to 
denote the activities of these subprofessional therapists. Some use the word 
“psychotherapy” to describe it and call them “psychotherapists”; others use the 
word “mental health counselling” and call them “mental health counsellors”. 
Indeed, since the medical profession has laid claim to the word “psychotherapy” 
by defining psychotherapy as a medical act, it has become the practice of 
psychiatrists to say that clinical psychologists who are practising psychotherapy 
are engaged in “mental health counselling”. This terminology must be rejected 
as an instance of word magic. There is no real difference between “mental health 
counselling” by a psychodynamically trained psychologist and psychotherapy by 
a psychodynamically trained psychiatrist. The practice of referring to psycho- 
therapy dispensed by psychologists as counselling will not change the nature of 
the psychologists’ activity; it will only add to existing public confusion concerning 
mental health services and the professionals who are equipped to dispense them. 
Conversely, persons who are trained to engage in mental health counselling and 
provide nothing but mental health counselling to their clients may use the term 
“psychotherapy” to denote this activity and thus misrepresent it. It can be reason- 
ably argued, then, that many self-professed non-professional psychotherapists are 
not psychotherapists at all and are not competent to practise psychotherapy. 


This issue cannot be decided here. Nor can it be decided simply on the basis 
of the competing claims of professional groups. It can be rationally decided only 
on the basis of a scientific differentiation between mental health counselling and 
psychotherapy, and a clear delineation of the knowledge and training necessary 
for each. If it turns out that subprofessionals of the type described above can, 
with requisite training, engage in a successful psychotherapeutic relation with 
patients under supervision, then realism and accuracy require that the term 
“psychotherapy” be used to designate their work.!¢ If, on the other hand, any 
professional or subprofessional person is trained only to engage in mental health 
counselling, then his work should bear that label whether he is a physician, 
psychiatrist, psychologist, social worker or subprofessional mental health worker. 
The mental health professions owe it to the public to do everything in their power 
to keep these terms as clear and realistic in their use as possible. They should 
not be used as weapons for the conduct of interprofessional rivalry. Legislation 
Which uses these terms should be based on the recommendations of a team 


16Max Pepper applied the term “psychotherapy” to the work of his subprofessional treatment 
staff in the outpatient department of his clinic. 
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composed of a psychoanalyst, psychiatrist, psychologist and psychiatric social 
worker who are experts in psychodiagnosis and psychotherapy, and who are 
prepared to make recommendations on the basis of their scientific knowledge 
and not on the basis of their professional affiliations. 


The field work for this report suggests that the preponderant view among 
mental health professionals supports the idea of training subprofessional therapists 
and mental health counsellors to fill the great gaps in the province’s mental health 
services, so long as the kind of safeguards discussed above are present. 


A number of experiments in the training of subprofessional and non-profes- 
sional therapists are already under way. A well-planned deliberate program of 
pilot projects in a variety of different mental health settings is now needed with 
adequate financing and professional direction. Thus far these projects have been 
largely ad hoc and dependent on the initiation and imagination of single indi- 
viduals. Stable financial, professional and institutional support is needed, as well 
as independent evaluations of their worth. The natural setting for these pro- 
grams is the teaching hospitals and clinics, because the training should be 
service-oriented. 


Licensing and Interprofessional Services 


Obviously if unlicensed subprofessionals can be trained to do psychotherapy, 
the licence to practise it should not be the monopoly of any profession. This 
notion applies more generally to a range of specific services that may be per- 
formed by several different professions, by the mental health professions alone 
or others as well. An example is psychological testing. A school teacher may 
administer a routine psychological test to provide herself with data to improve 
the effectiveness of her teaching and her management of a classroom. Under the 
New Brunswick Legislation “which specifies that individual assessment must be 
carried out by a psychologist or under the supervision of a psychologist”, a 
teacher who had some training in the use of psychological tests could not legally 
undertake to use them.!” In the view of Raymond Berry, what is at issue should 
not be the exclusive use of some instrument or technique by a profession, but 
who can safely use it for certain purposes. 


If the public needs protection in the area of psychological assessment for 
example, Legislation might be enacted under a psychological assessment 
Act indicating those groups who could test and under what circumstances 
and for what purposes. Those are the key issues: — 


who can carry out what procedures under what circumstances and why. 
I am loathe to endorse a position such as that taken by the New Brunswick 
Legislation which specified that individual assessment must be carried out 
by a psychologist or under the supervision of a psychologist since such 


17Raymond Berry, “Psychology and the Law’, Canadian Psychological Association, Annual 
Meeting, Calgary, June 1968, p. 9. 
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general statements are going to lead to difficulties of interpretation. I am 
not concerned about the control of individual testing. But I am concerned 
about the reasons individual assessment is undertaken and the decision to 
be made relative to it. The greater the effect of the decision upon the life 
of the subject, the more careful we must be about safeguards, controls and 
protection. When a decision is to be made to place a person in some special 
program, of residential training or treatment, or perhaps to remove his 
rights or even remove him from society, we have a responsibility to see that 
psychological knowledge is not misused and to ensure that the individual 
has the right to the best we have to offer in making judgements so 
crucial to him.18 


What is indicated, then, in an era of expanding and overlapping science and 
technology, is a licensing system that will not create a professional monopoly on 
those services which can be genuinely shared by different professions but will 
provide the necessary safeguards based on limitations on the use of these services. 
Thus a teacher should not be denied the right to use psychological testing tech- 
niques when an error in their use would not have serious ill consequences, but 
should not be allowed to use them for the purpose of deciding whether or not 
a student will be placed in a special class for emotionally disturbed children. 
Uses of this nature should be limited to a psychologist who is an expert in the 
use of psychological tests, or to a psychometrist working under the supervision 
of such a psychologist. This position, which has been elaborated and advocated 
by Berry, seems to be a reasonable one, although the formulation of the condi- 
tions would be complex and would require the advice of experts. 


The Alternative of Limited Licence 


There is, as we pointed out above, an alternative conception to the licensing of 
services per se, when these services are within the trained competence of diverse 
professions. This is the concept of a limited licence. Limited licence would modify 
the current concept of licensing by introducing specific exclusions of services not 
deemed to be within the trained capability of the practitioner. Thus a psychologist 
who has been trained as an educational psychologist and who has not been 
trained in psychodiagnosis and psychotherapy would, according to this concept, 
be licensed to undertake testing, planning of special classes, and services of this 
type to remedy learning problems not arising out of or associated with psycho- 
pathology; but he would not be entitled to perform a psychodiagnosis or psycho- 
logical therapy. He would be required to refer students in whom a psycho- 
pathological disturbance was suspected to a psychologist or other mental health 
professional trained in psychodiagaosis and psychotherapy. Similarly, a general 
practitioner who had not received specific and sufficient training in medical 
psychology would be subject to the exclusion of the provision of these diagnostic 
and treatment services from his licence. 


18Jbid., pp. 10-11. 
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The adoption of either service licensing or limited licensing would have three 
salutary effects on mental health services. 


1) It would give legal support to the truth that some professionals as 


3) 


well as some laymen have difficulty in accepting that psycho- 
diagnosis and psychotherapy are forms of expertise which untrained 
persons cannot be expected to have, whether or not they are pro- 
fessionally trained in some other field and whatever the level of 
their natural intelligence. 


It would protect the public from the frustration leading to passive 
despair which results when they seek, and are led to believe that 
they can obtain, mental health services from professional or other 
persons who are, in reality, not properly equipped by trained 
experience to give them. The impact of such experiences generates 
the conviction that no solution for the problem is available and 
that no therapies are efficacious in bringing about improvements. 
These attitudes leave unimproved psychopathological conditions 
that could be improved, with the inevitable result that the indivi- 
duals in question, if they are parents for example, will perpetuate 
their own psychopathology in their offspring. Thus potential 
improvements in the general levels of mental health in our families 
and our communities are perpetually delayed. 


By establishing clear limits of practice based on training, profes- 
sional persons who encounter mental health problems in their 
patients and clients will know to whom they should refer a patient 
or client. This factor applies especially to the cooperation between 
medicine and psychology. The most effective mental health services 
that could be mobilized in the province in the foreseeable future will 
have to involve close cooperation between medicine and the non- 
medical mental health professions. As long as physicians who 
have neither the training nor the time for the effective practice of 
medical psychology are able to function as though they did, this 
cooperation is unlikely to develop. Ideally what is needed is several 
hundred more psychologists, social workers and non-medical 
psychotherapists thoroughly trained in psychodiagnosis and psycho- 
therapy, and working in close association with doctors throughout 
the province in hospitals, clinics, special services and private 
practices. 


The Alternative of ‘’Free’’ Competition 


The alternative, of course, is to abandon licensing altogether or to provide 
ambiguous generalized licences to the professions to practise their profession, 
leaving relatively undefined what exactly the practice of the profession is. This 
system would generate free competition among the professions and the public 
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could be expected to seek services from the professions that developed the best 
and least costly technologies. There are two decisive objections to this alternative. 
1) It is necessary that there be cooperation between medicine and 
non-medical mental health professions in the diagnosis and treat- 
ment of all patients treated by non-medical mental health profes- 
sionals. Such a condition prevents free competition among 
the professions. 
2) As OMSIP currently functions, it provides insurance coverage for 
services received from a profession rather than coverage for ser- 
vices as such. As long as this situation obtains, there can be no free 
competition among mental health professions. 


It will be noticed that both conditions give medicine overwhelming advan- 
tages vis-a-vis other professions. Consequently, if there is no regulation and if 
there is no planning for the expansion of the non-medical profession in mental 
health, it is predictable that medicine will gradually occupy the entire field; such 
few members of other professions as continue to take an interest in mental 
health will find themselves in an increasingly ancillary role. Such a development 
would not be in the best interests of the province’s mental health services. 


Financing Mental Health Services 


OMSIP is basically an insurance scheme for the services of a profession. Exemp- 
tions to this generalization occur but they are, so far, few. Attitudes of psycho- 
logists to this situation have been surveyed (Chapter 10), and certain anomalies 
generated by it have been described (Chapter 6, Chapter 10). These anomalies 
can be corrected by a single step: by insuring the service, rather than the pro- 
fession that provides it. If, then, psychodiagnosis and psychotherapy are inter- 
professional services (and they are), then these services provided by properly 
qualified individuals should be subject to insurance coverage irrespective of 
whether they are provided by a psychiatrist, psychologist, social worker, psycho- 
analyst or professional psychotherapist. 


Unless such a modification is made in OMSIP, the non-medical professions 
will find it increasingly impossible to survive except in salaried positions in 
hospitals and clinics run by doctors and financed by the Department of Health, 
and to a lesser extent in general hospitals. Nothing could be more prejudicial to 
the growth of strong non-medical mental health resources in the province — 
something that the people of the province very much need. 


Delivery Systems in Mental Health 


The existing delivery system for mental health services is highly heterogeneous. 
It has developed without any overall plan in response to both changing demands 
in various sectors of society and changing therapeutic capabilities in psychiatry 
and psychology. The core of the system is the Ontario Hospitals and outpatient 
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clinics operated by the Department of Health. These provide, for the most part, 
long and short-term hospital care and treatment for the severest forms of mental 
illness — psychosis, retardation, brain damage — although the outpatient clinics 
also provide treatment for neurotic disorders and character and behaviour dis- 
orders. This core has been supplemented recently by the expansion of the number 
of psychiatric wards and outpatient services in general hospitals. By and large 
these provide short-term treatment for psychotic and severe neurotic disorders. 


There is also the Clarke Institute, which provides approximately the same 
range of treatment and diagnostic services as the psychiatric inpatient and out- 
patient service of a general hospital and also is administered like a general 
hospital. Its similarity with the Ontario Hospitals consists in the fact that it treats 
only psychiatric cases. 


Next, there is the private practice of psychiatrists, psychoanalysts and psycho- 
logists. Some experimentation with group private practice, including interprofes- 
sional group private practice, has been reported. These experiments failed because 
of the inequalities of fee for service. Practically all private practice is solo 
practice and it is almost all conducted by psychiatrists, medically trained psycho- 
analysts and a few psychologists. 


As data already reported show, frequently psychiatrists will combine some 
hospital practice with private practice. Relatively few psychiatrists devote all their 
professional work to private practice (Table 4.20). The private practice of 
psychiatry is devoted largely to the treatment of psychoneurotic disorders and 
the milder forms of character and behaviour disorder, although psychiatrists in 
private practice also treat, on a long-term basis, persons with fluctuating psychotic 
conditions which are not so severe as to require hospitalization, or which require 
hospitalization only periodically. Finally, there are special services such as treat- 
ment (day and residential) centres for emotionally disturbed children, the mental 
health services of the Department of Reform Institutions, psychological services 
in the school, family service agencies and Children’s Aid Societies. Some of these 
Services involve both diagnosis and treatment; others are limited almost entirely 
to diagnosis. 


Two Strategies for Growth and Development 

There are two basically different strategies for expanding the scope of these ser- 
vices and improving their quality. One is to work within the existing hetero- 
geneous structure and to train many more professionals to work within it. The 
other is to modify the structure of the system by unifying a group of hetero- 
geneous services on a community basis. 


Preservation of the Existing System 


Improvements within the existing system could unquestionably be effected. By 
training more psychiatrists, psychoanalysts, psychologists, psychiatric social 
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workers, psychiatric nurses, subprofessional therapists, occupational therapists 
and substantially improving rehabilitation programs, the Ontario Hospitals would 
no longer have to be as restricted as they now are to the care and custody of the 
chronically mental ill. Perhaps even more important, by training many more 
mental health professionals — both medical and non-medical — who are able to 
engage in private practice, and by encouraging full cooperation between doctors 
and non-medical mental health professionals, quite substantial gains could be made 
on all fronts. If there were many more psychiatrists, psychoanalysts, and psycho- 
logists in private practice, not only could more private patients be serviced but 
public and private agencies such as the courts, the schools and Children’s Aid 
Societies could compete more successfully for the consultative, diagnostic and 
therapeutic services they need. 


Comprehensive Community Mental Health Centres 


The second alternative, however, has much to recommend it. A partial model is 
provided by the Community Mental Health Centres now being rapidly developed 
throughout the United States under Public Law 88-64. Centres of this type would 
have the advantage of serving limited specific catchment areas and would be able 
to establish useful and effective relationships with the communities they serve. 
They could provide a full range of coordinated mental health services to the 
community, not only to adult psychotic and neurotic patients but also to 
emotionally disturbed children and adolescents, to delinquent adolescents, alco- 
holics, minor offenders, children with learning and behaviour difficulties in school 
resulting from developmental or relationship problems, and to the aged in the 
retirement homes of the area. 


The Ontario Committee on Taxation has already suggested the organization 
of the province into regional government units to provide units that are more 
efficient than the counties and municipalities and that are also closer to the com- 
munities and the lives of individuals than the provincial government.!® These 
regions are classified into three types: metropolitan, urbanizing and county. It just 
happens that these regions could function well as catchment areas for community 
mental health centres, with regard to geographic size, population size and demo- 
graphic properties. The only exceptions would be some of the metropolitan 
regions, whose populations in some cases greatly exceed 200,000 persons. But 
these could be conveniently subdivided, so as to provide adequately circum- | 
scribed catchment areas. 


Numerous benefits could accrue from such centres. Some of these benefits 
have already been presented in another context and will not be repeated here 
(Chapter 12, Chapter 13, Chapter 14, Chapter 15, Chapter 17), but others are 
worth specific mention. 


19Report of the Ontario Committee on Taxation, Vol II, Queen’s Printer, Toronto, 1967. 
pp. 509-550. 


1) 


2) 


3) 


4) 
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Such centres might attract badly needed professional persons to 
rural and outlying urban areas of the province. The location of a 
number of professionals in one area would offset the threat of pro- 
fessional isolation. The existence of a multi-faceted service in which 
professionals would not be dealing only with character and beha- 
viour disorders associated with delinquency or criminality, or only 
with problems of alcoholism, or only with hospitalized illnesses, 
would also make working in such centres a more attractive profes- 
sional prospect. If adequate funds for research were also available 
to professionals associated with these centres, another incentive 
would be added. If these premises are sound, and field interviews 
have indicated that they are, then the creation of a province-wide 
system of mental health centres with geographically well-defined 
catchment areas might go some way towards removing some of the 
inequalities in the availability of mental health services in the pro- 
vince which have been documented in this report (Chapter 4, 
Chapter 6, Chapter 9, Chapter 12, Chapter 14, Chapter 15). 


Community mental health centres charged with the responsibility of 
training local professional and subprofessional mental health per- 
sonnel, and funded for this purpose, could provide valuable practi- 
cum and residence settings for professional training as well as train- 
ing centres for subprofessional and non-professional therapists 
drawn from the catchment area itself. These persons would rein- 
force the work of the centre through their membership in the com- 
munity. A community mental health centre with a full complement 
of professional staff would provide natural settings for the work 
of subprofessional therapists. 


It has been argued by some psychiatrists interviewed that group 
practice has two distinct advantages; a) relatively young and inex- 
perienced psychotherapists (e.g., psychiatric residents) can do 
effective therapy with ample opportunities for consultation with 
senior psychiatrists; b) the constant interactions and independent 
evaluations of diagnostic and therapeutic work, as well as theo- 
retical formulations with and by professional peers, provide an 
invaluable safeguard against inadequate standards of work and the 
development of idiosyncratic practices and theories. Ongoing group 
reality testing is thought by these psychiatrists to be more effective 
for these purposes than individual reality testing. More effective 
treatment and better safeguards for high professional standards 
could be expected. 


Prevention, rehabilitation and public education programs could be 
carried out more effectively as a result of the reduction of the scale 
of these activities to more manageable proportions. It would be 
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5) 


6) 


7) 


easier to do more effective long-term local planning; and it would 
be easier to receive feed-back concerning the success of programs. 


Community mental health centres could provide diagnostic services 
to the courts in their catchment areas, thus eliminating the need 
for a costly, special diagnostic service operated by the Department 
of Reform Institutions and requiring specialized staff difficult 
to obtain. 


Community mental health centres could provide the special diag- 
nostic, treatment and supervisory services necessary for the utiliza- 
tion of child care workers or other subprofessional mental health 
workers in cottage-type residential units for emotionally disturbed 
children. They would also have the advantages of being able to 
maintain the child, whenever possible, in his own neighbourhood 
and school or one similar to it, and in close relationship to his 
family when desirable. The treatment of the family, when neces- 
sary, also would be more practical. A residential unit for emotionally 
disturbed children could be a specialized sub-unit within the centre. 


Integrated mental health centres could provide much more effective 
diagnostic and treatment services than can the disconnected and 
Separated services that now exist. A not untypical example will 
reveal the inadequacies in the present system. A child of eight 
living in Barrie has behaviour problems at school. These problems 
are investigated by a school social worker and are found to be 
related to the fact that he has alcoholic parents. The problems 
grow worse, and he becomes the ward of a Children’s Aid Society. 
He and his family are diagnosed again by professionals attached 
to the Children’s Aid Society. He is placed in a foster home, but 
his behaviour problems continue. At fifteen he is a chronic truant 
from school and becomes involved in the theft of an automobile. 
He is sent to a training school in another part of the province. 
Preliminary to his placement there, yet another psychological 
assessment is made. After leaving the training school he manages 
to live more successfully for a time, becomes steadily employed, 
marries but then develops alcoholism. He attends an alcoholic 
clinic, where he is again diagnosed and given a psychological 
assessment. One need not continue the dreary history in order to 
appreciate two facts about the functioning of our current system. 
a) An individual may, over a period of years, from childhood to 
adulthood, be the subject of several major efforts to diagnose and 
assess his problems by several different agencies — the schools, the 
Children’s Aid Societies, the courts, the Department of Reform 
Institutions, the Department of Health — without there being any 
effective intercommunication among the professionals who have 
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seen the individual and have attempted to assess his problems. 
b) An individual may be subjected to this series of diagnoses 
assessments without their ever leading to any effective treatment. 
By integrating all public mental health services at the community 
level, the first problem at least could be largely solved and a first 
step towards solving the second problem would be taken. 


8) The community mental health centres could be associated with more 
comprehensive community health centres, so as to provide a broad 
range of health services to well-defined catchment areas. Experi- 
ments with such services with a view to determining their success 
in solving problems of prevention are already under way, notably 
in Cambridge, Massachusetts under the direction of the Harvard 
Medical School. This second level of integration of mental health 
services with health services generally would have the advantage of 
relating the non-medical mental health professionals to doctors in 
an institutional environment in which the collaboration and co- 
operation among them could easily take place. On the other hand 
it would have to be established that medicine could not dominate 
the mental health services to the detriment of the involvement of 
the non-medical mental health professions. 


It is clear that this grass-roots integration of mental health services would 
require a change in the structure of government itself. An integrated community 
mental health service would require close cooperation among at least four govern- 
ment departments — Health, Social and Family Services, Education and Reform 
Institutions — in order to make sure that the needs of each department for mental 
health services were being met according to an acceptable set of priorities. Hori- 
zontal integration of services at the community level entails horizontal integration 
of planning at the provincial level, if it is to work. 


There are two philosophical issues involved in any decision concerning the 
kind of mental health services the province should have. It is human to deny the 
fact of mental disorders. This denial may take many forms, from gossip, to 
laughing it off, to angry rejection. But in every case, denial results in a distorted 
perception of reality and an irresponsible attitude. Psychopathology is not limited 
to the grossly mentally ill; it is part of every human growth process and it is a 
common phenomenon of everyday life. The present system of mental hospitals 
and psychiatric wards tends to cooperate with the need to deny the realities of 
_ mental illness and mental health, and thus tends to encourage rather than correct 
distorted perceptions of the problem and attitudes of irresponsibility. If mental 
health services were decentralized and rooted firmly in the community, the opposite 
tendency would occur: our institutions would tend to generate more realism and 
responsibility among the public for the care of the mentally ill. Informed concern 
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about mental health means not only more community involvement in rehabilitation 
and prevention, but more individual involvement in prevention through the struggle 
to improve the quality of family life. 


From the social point of view there is a growing danger that urbanization, 
professionalization and bureaucratic centralization will lead to the construction of 
larger and larger institutional structures, providing services in highly artificial 
environments in isolation from our neighbourhoods where the problems are 
generated and in which, ultimately, solutions must be found. The Department of 
Reform Institutions’ plan for a provincial diagnostic centre for criminal offenders 
to provide psychological and psychiatric assessments to the courts is an example 
of this process. One of the effects of this development will be the further depletion 
of professional resources in our rural communities and the further impoverish- 
ment of their social and cultural lives. Thus, in the interests of healthy equitable 
social development in the province this tendency should be resisted. If it is not 
resisted, there will emerge in Ontario a dangerous alienation of service resources 
from the people. The creation of community mental health centres would provide 
some of this salutary resistance to the alienation of people from institutions and 
institutions from people. 


Consequently, it would be highly desirable to have a number of pilot projects 
undertaken to test out the feasibility of community mental health centres in rural 
and urban communities. 


A positive approach to mental health will be increasingly justified on practical 
grounds as science and technology come to play a more and more important role 
in all aspects of society. A technologically advanced, prosperous society in com- 
petition with other technologically advanced societies cannot afford to have a large 
number of its professional and business community suffering from alcoholism, for 
example, or more generally from impairing psychopathology. Thus, increasingly, 
success in intersocial competition will go to those societies that progress beyond 
providing custodial care, and limited treatment and rehabilitation for those rela- 
tively few individuals who suffer from gross mental illness, to the effective treat- 
ment of significantly impairing psychoneurosis and prevention. To this economic 
and historical premise there may also be added the logically independent human- 
istic premise that the goal of each individual life should be dedicated as far as 
genetic inheritance and the general conditions of life permit, to the achievement 
of the ancient ideal of a healthy mind in a healthy body. Modern psychiatry, 
psychoanalysis, psychology and sociology should be mobilized so as to help 
individuals achieve that ideal. From its achievement many benefits will flow to 
many people in these generations and those to come. 


Appendix 


A part of the research for this report consisted of questionnaire surveys of 
psychiatrists (Study 2), physicians (Study 3), psychologists (Study 4), school 
(Study 5) and university mental health services (Study 6), inpatient (Study 7) 
and outpatient services (Study 8) for children. The instruments used for these 
surveys are listed below. The example of the questionnaire to physicians is one 
that was sent to general practitioners, but those sent to medical specialists were 
identical with it. 


Questionnaire A was sent to Psychiatrists; Questionnaire B to general psycholo- 
gists; Questionnaire C to general practitioners, Surgeons, orthopaedic surgeons, 
neurologists, internists, obstetricians and gynaecologists; Questionnaire D to school 
boards and university health services; Questionnaire E to outpatient clinics; 
Questionnaire F to inpatient clinics. 


The Ontario Medical Association provided the mailing list for psychiatrists 
and physicians, and the use of their addressing facilities. This solution to the 
practical problem of administering the questionnaires (they were all administered 
by mail rather than interview) influenced the nature of the population of psychia- 
trists and physicians. Physicians who were not members of the Ontario Medical 
Association were excluded. The OMA mailing list on psychiatry is “open” and 
thus included physicians who are not psychiatrists. There were few respondents 
who were not either psychiatrists or residents in psychiatry. For the purpose of 
the tabular analysis of the questionnaire data, returns from these respondents were 
excluded. It is unlikely that a bias was introduced into the data deriving from the 
exclusion from the population of physicians who were not members of the OMA. 
Ninety per cent of Ontario’s physicians are members of the OMA. It is not likely 
that experiences, attitudes and views concerning questions of mental illness, treat- 
ment and services are significantly correlated with the choice not to be a member 
of the OMA. | 


A questionnaire was sent to every physician on the OMA psychiatric list. A 
sample was selected of the populations in the OMA lists of general practitioners, 
neurologists, general surgeons, orthopaedic surgeons, internists, gynaecologists and 
obstetricians. The sample size in each case was established by a standard formula 
which guaranteed a valid distribution, within the sample, of each type of physician 
and of metropolitan as compared with non-metropolitan practitioners. 


The questionnaires to psychologists were restricted to registered psychologists 
working in applied fields. Questionnaires were not sent to psychologists who were 
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devoting all of their time to teaching and research at a university. Registered 
psychologists who held university appointments and also worked in an applied 
setting were included. 3 


The questionnaires to school boards were sent to urban inspectorates only. The 
same questionnaire was sent to the health services of Ontario’s fifteen universities. 


Questionnaires on inpatient services were distributed to Ontario Hospitals, 
general hospitals, the Sick Children’s Hospital, and residential treatment centres 
listed under Schedules Three and Four of the Department of Social and Family 
Welfare, as well as certain boarding homes and private clinics. 


Questionnaires on outpatient services were sent to similar categories of institu- 
tion. They are listed and follow the questionnaire below. 


The returned questionnaires were coded and the data on them were then 
transferred to IBM cards by the Health Data Centre. The programs for the analysis 
of the data derived from the physician’s questionnaires were designed by D. 
McGowan of the Health Data Centre. The Health Data Centre’s computers were 
used to produce the analyses. Some secondary analyses were done to determine 
certain questions concerning the reliability of the data — for example, the distribu- 
tion of reports concerning the number of patients with psychiatric disorders seen 
and the geographical distribution of the sample. These checks indicated that the 
sample was adequate. 


The data on the questionnaires to psychologists and psychiatrists were also 
key punched by the Health Data Centre, then programmed and computer-analyzed 
at Yale University, New Haven. 


The data on the questionnaires to school boards, university health clinics, 
inpatient and outpatient services for emotionally disturbed children were analyzed 
without the use of a computer. 


On the whole, the responses to the questionnaires, especially by individuals, 
Suggest the existence of many practitioners throughout the province who are 
concerned about inadequacies in the present system and who have constructive 
ideas about its improvement. Survey research might well be used by the Depart- _ 
ment of Health to collect these ideas systematically and to maintain a continuing 
surveillance of the evolution of the system. The complaint that nothing ever comes 


of these studies was not infrequently voiced. It is hoped that such will not be 
the fate of this one. 


Questionnaire 399 


QUESTIONNAIRE ON PSYCHIATRIC SERVICES IN ONTARIO 
FOR PSYCHIATRISTS 
— eowowow———wnsnwsnw>—6—00—0 aaa 
The information contained in this questionnaire will be held strictly confidential. 
Figures released will be aggregated. No individual statistics will be used. 


ed Meee OE ERENT cian eee aes El Sc se Lavcevnsanhv bt ocevndasadienvexvone dhevboermeardloceecalu 
Oo BERN T 3 | TO E e  Ae )e 
Sr PAO Te tL INTIS Te eof cscs ev vse caconercenaccvasnc civ EP EWE od Solin, 
ER ATOM BRU CARBALLO er ochre csvset ics vetoes He aeebeul evens eucdlevemvhnecniaterevaee: 
5 


ean a nie an LAP ne esse) S182 9/28) S88 e18\iaie). viel ais 9) tvs BYS, 0) a (0 'S(-6) alle-e fe, \6.e.:0/4\.0)/6) 6.8.0!) 19 @.1n/(6) 16) (6. 6) vifé- wa, # bile, 0 = 6 leu. ebl 6(s ee 616; 6) oy 8 @)e. 0.0 68 be ete a.e & 6 slew bre eevele ae 6s ab 


8. (a) Number of hours per week spent in psychiatry and related fields: ........ 
(b) Percentage of time spent in: 
CA jmcumcarpractice 9 ©) il ee % 
RD) maciistranon er 0) cue ee % 
ce) @teachine and esearch » neem <2-.esc % 
VORP pevatcepractices oko ianenenad % 
fe oticra(specity) 60 cee % 


rca). Number ofcases.per week: ..........0¢.0.-.6..04-- 
(b) How many patients are on your waiting list?: 00..000.000.00.000.... 


eo -erlease-read-entire question before answering: ..cc.c.scseeeetesdeceeed eke 


Method of treatment (where Nature of disorder treated 

more than 1 method of by this method, where No. cases Average duration 
treatment is used, select the applicable, e.g., psychosis, per week of treatment 
principal methods) psychoneurosis, etc. 


(1) Psychotherapy 
(a) individual 
(b) group 

(2) Psychoanalysis 

(3) Counselling 
(a) individual 
(b) group 
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10. Continued. 


Method of treatment (where Nature of disorder treated 


more than 1 method of by this method, where No. cases Average duration 
treatment is used, select the applicable, e.g., psychosis, per week of treatment 
principal methods) psychoneurosis, etc. 


(4) Narco-analysis 
(5) Insulin shock 
Coe Eee 
(7) Surgery 
(8) Behaviour 
(9) Hypnotism 
(10) Drug therapy 
(11) Play therapy 
(12) Milieu 
(13) Drug & 
individual 
therapy 
(14) Drug & 
group therapy 
C15) SEG bk 
drug therapy 
(16) Milieu & 
individual 
therapy 
(17) Milieu & 
drug therapy 
(18) Milieu & 
drug & E.C.T. 
(19) Other single 


therapies 


(specify ) 
SE eon Bie ees te ie Saeed eee ee 
(20) Other 


combinations 
of therapies 
(specify ) 
ee eee 


Questionnaire 401 


11. Major interests: 


~” 


(a) general psychiatry 
(b) psychoanalysis 

(c) child psychiatry 

(d) mental retardation 
(e€) community psychiatry 
(f) forensic psychiatry 
(g) industrial psychiatry 
(h) public health 

(i) family psychiatry 

(j) adolescent psychiatry 
(k) education and training 
(1) other (specify) 


OOO OD Pee ao 
GREE Ber) eee 


11. (a) Would you prefer to spend more time than the demands of your practice 
currently permit working in the field(s) of: 


(a) general psychiatry 
(b) psychoanalysis 

(c) child psychiatry 

(d) mental retardation 
(e) community psychiatry 
(f) forensic psychiatry 
(g) industrial psychiatry 
(h) public health 

(i) family psychiatry 
(j) adolescent psychiatry 
(k) education & training 
(1) other (specify) 


(2) Ge eae lara) bale se eel 
a tel er al lst sD] 


12. In your opinion, is a medical degree a prerequisite for: 
(a) diagnostic work in psychiatry 
(b) psychotherapy 
(c) psychoanalysis 
(d) milieu therapy 
(e) behaviour therapy 
(f) play therapy 
(g) counselling 
(i) individual 


(ii) group 


PP eh eae ea 
OE Ap a | 
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13. In what percentage of cases do you use the services of: 


(a) Psychiatric Social Workers: 


(1) No. of cases for Clinical practice Private practice 
i. Diagnostic tasks % % 


ii. Therapeutic procedures 


iii. Other types of general care 


(ii) Would you use these services more if more personnel were available? 


Lesvie No [] 

(b) Clinical Psychologists: 

(i) No.ofcasesfor +~~—~—~—<Clinicall practice Private practice _ 
i. Diagnostic tasks % %o 


ii. Therapeutic procedures 


iii. Other types of general care 


(ii) Would you use these services more if more personnel were available? 


Yes [] No (] 

(c) Other (specify): 

(i) No. of cases for Clinical practice Private practice 
i. Diagnostic tasks % % 


ii. Therapeutic procedures 


iii. Other types of general care 


(ii) Would you use these services more if more personnel were available? 


Yes.[ No [J 


7 


14. (i) Should these services be dispensed only upon referral? 


Questionnaire 403 


Yes No 
(a) psychiatric social workers i. C] 
(b) clinical psychologists C] C] 


(ii) What indications or criteria do you use to refer a patient to a 


(a) social worker? 


(b) clinical psychologist? 


15. In your opinion, should a medical doctor with no psychiatric training beyond 
medical school: 


xes No 
(a) practise psychotherapy? [J ia] 
(b) prescribe psychotropic drugs? il: =z 


16. How would you rate the facilities in the province for training: 


(a) psychiatrists? Excellent [] Good [] Fair [] Poor [] 
(b) psychotherapists? Excellent [] Good [] Fair [] Poor [] 
(c) psychiatric social workers? Excellent [] Good [] Fair [] Poor [J 
(d) clinical psychologists? Excellent [] Good [] Fair [] Poor [J 
(e) psychiatric nurses? Excellent’ |] .Goodshd atiareial] Poor [] 


17. Is there a need in Ontario for facilities for psychoanalytic training? 
es co] No [] 


18. In your opinion, what type of mental health personnel are most needed in 
the province? (Rank in order of urgency of need) 
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19. (a) What percentage of the patients you treat suffer from: 


i. psychosis Yee % 
li. PSyChONCULOSIS: “Se See ee % 
iii. character and behaviour disorders _................ % 
iv. disorders arising from organic causes ................ % 
Vv. other (Specifying, i, ape a Oni eeeg ne ee % 


(b) If, for either theoretical or practical reasons, you feel that the above 
classification is not valid, would you, in addition, list the categories you 
feel are most meaningful, and fill in the requested information. 


20. What percentage of your cases are referred by: 


Welfare agencies, including: 


(a) relied. p> 000 y 0p) ge emi ws ae eee ee % 
(Db) family agencies, % 
(c)° children:svasencieSaaihteg) saleiteus cle ane ee % 
(d) government agencies = — ne % 
(e) ‘other "(2 PAS 0 ee % 
Health agencies: 
(a) family physician. | % 
(b) other (specify major categories)  ...s.. % 
Education agencies) [° (pegieepet > "yy ieee % 
Courts, probation officers = = — ....... Mee a. % 
Self or family of patient nooo % 
Other = ee ee % 


21. A brief enumeration of the qualities and qualifications integral to the com-. 
petence of a practising specialist in your field: 


Questionnaire 405 


22. (a) How successfully do you feel communication and co-ordination have 
been achieved among professions in the mental health field? 


Excellent [] Good [] Fair [] Poor [] 


(b) What are the main obstacles to better co-ordination and communication? 


23. General Comments: 


Your co-operation and assistance in completing this questionnaire is sincerely 
appreciated. Please return it as soon as possible in the enclosed envelope to: 


Professor Charles Hanly, Project Director, 
c/o Committee on the Healing Arts, 
153 St. Clair Avenue West, 


Toronto 7, Ontario 
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SURVEY OF PROFESSIONAL PSYCHOLOGISTS 
FOR THE COMMITTEE ON THE HEALING ARTS 


In order to make this a confidential survey, you are requested NOT to write your 
name on the questionnaire. 


INSTRUCTIONS: Please check in the space provided those answers which reflect 
your opinion. Where response categories are not provided, 
please answer as specifically as possible. 


PSSuANSC nee ae Qe SOKicsiccak he 
3. Number of years of practice in the 4. - Date of registration... ae 
PLOLESSION , 4.5020 


5. TRAINING: 


(a) Name of (b) Date of (c) Degree 
university graduation conferred — 


(1) Undergradute: 


(2) Graduate 


(3) Internship: (a) Type of program (b) Name of (c) Duration 


(e.g. clinical, hospital or (from....3 
educational, etc.) agency (O.:..2 ) 


6. Did your formal training include the following under supervision? 


(1) counselling? Yes [] How many supervised cases? ................ 
No [J 

(2) case-work? Mesa How many supervised cases? ................ 
Novi 


(3) psychotherapy? Yes [] How many supervised cases? 
Noma 


7. In what type of setting do you work? 


(a) Principal 


Setting employment 


(1) psychiatric hospital 
(2) 


(3) 


general hospital 


clinic (mental health and 
child guidance) 


(4) 


special clinic (forensic, 
alcohol & drug addiction) 


(5) reform institution 
(6) 
(7) 
(8) 
(9) 

(10) 

(11) 

(12) 

(13) 

(14) 

(15) 


rehabilitation centre 


student counselling service 


school system 


community agency 


university 


research institute 


industry 


group private practice 
individual private practice 


other (please specify) 


9. (a) Do you consider yourself to be 
involved in the Mental Health 
field? 


Yes) SNS] 


week? 


(1) new cases: 
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(b) Secondary 
employment 


Rae Se BW, SC La @ Yelp. ini ak’ iwi! WU eiatate (lie weit eae 


SU ay ie) ate Ma area re) tml Ley war Oe wie ves Saas Yaa S ale in belie? 
Cera ae rte ote aM) Cae Carre hie: neck Foor 


10. In your primary employment, how 
many cases do you handle in a 


‘(b) Do you consider your training (2) ONGOING Cases = 55) 
to be directed to service in the 
Mental Health field? fe) +) Re eres 5 


esis No [] 
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11. Considering an average of a 40 hour week, how many of those hours do you 


spend on: 


(1) Administration: 
(a) policy decision on mental health programmes 


(b) day-to-day responsibility for operation of service 
(2) Analysis and Classification of behaviour (tests & assessments ) 
(3) Modification of Behaviour 


(4) Teaching (including academic, practical training, specific group 
instruction, in-service training of psychology personnel and 


general public lecturing) 


(5) Consultation (with governments, community organizations or 


other individual professionals re mental health) 


(6) Research: 
(a) basic 
(b) applied 


(c) analysis of local service needs and/or facilities 
(7) Literature (reading) 
(8) Writing (reports, etc.) 


(9) Other (please specify) 


SSN ORS Sey a (oo ie, "ee Xere 0 Ri ai<6) #116 (6.¥ @heliai(a,s 0, @\/e-.) 04 0) 82610) ois isliee)s) @.0/ 0 6a 'e\6)6.9 e/eiele Wie\'e.e.@s6e (a) ane (a)ials) aid elaldisleiale vis telsies aa ale 
See RS IR ei) See (aha) #4 aie) ase (ol¥..9) w.rare,(e'.@! be). 6. 6 Nis) $i.a whee im lalim Ol 6) Old) 'mi Sire Old ce) aics''a) oe el areisl ce On 6lf6, B86 lelalsr el eivl eUala ie of 6) a ete el ete inte 
Oe) B86) 6 at e:1e OFS 9 m.'610)0)\6, ese fe ere 0:16, 01 © 8:'4) 0) alla\/o 6761.60.00 ohe le 0 miei apie |e (ee ,olujs- eke) eje aieu@ielaice om eje's vll6ie sisi. eiele e 


© S10) arieie)a\ eK elie),0) 4) (ein) when wile) ee. Seta Mice allel a\'e B)/a\9!s r6lid)\¢ [614/'wyo\-g\ei a le)@) 6 ele, Wiel 6b Ale eile aisle al ainiatelnln isis. plelel al aia rele 


No. of 
hours 


cere er eeee 


eee e ene wee 


ere ee eere 


eonccrecre 
ee ee eercoe 
ewe een eee | 
eee eeerece 


rr 


12. Please list the major types of 
psychometric tests and assessments 
that you perform (e.g. intelligence 
assessment, measurement of voca- 
tional aptitudes and interests, etc.) 
and give an estimate of the number 
of each type that you administer 
for diagnostic purposes in an 
average week: 


Tests and Assessments 


Pea iiAliy sits lols rewire. db 6 e¥akefelleh eke re: eis\ieh e (aus}erevtie 
Pd OES TE CNP OIIE Carlin ST RRO CRE RCE CREEL 
Pree ARar esol vel ey eels ‘awn a\e Ce) eiim aTNielteite\ eb 6/:6.0).8tet ele "So 
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13. Please give an estimate of the pro- 
portion of your treatment time 
devoted to each of the following: 


(piccunsellingegiienaih 115... % 
(2) psychotherapy :— 
(a) orouptauey wins... % 
(b) individual wa ait yo % 
(3) behaviour therapy:— 
(a) aversive 
COndiLOnIng wi We 7. % 
(b) anti-anxiety 
+h conditioning: ....... % 
a (c) operant 
i conditioning; 94 ....... % 
(d) cognitive & per- 
‘1 ceptual retraining: % 
- (4)imilicnutherany sy ai. c. YH 
ee (3) play: therapy: same 2) % 
oe (6) hypnosis! ane % 
By CAiotherpnaest Te wie ee % 


14, Using the last twelve months as a Tepresentative sample of your work, please 
rank separately in each of the three columns below, in order of frequency, the 
types of patients or clients seen whose problems are primarily due to: 


Type of Problem 
(1) 
(2) 
(3) 
(4) 
(S) 
(6) 
(7) 
(8) 


psychosis: 

neurosis: 

addiction (drug and alcohol): 
sexual deviance: 

senescence: 

intellectual inadequacy: 
social maladjustment: 


learning handicap (including 
perceptual) : 


(9) 
- (10) 


organic dysfunction: 


other (please specify) 


Children Adolescents Adults 
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15. How much responsibility do you 
have in performing the following 
tasks? 

(1) determining a diagnosis: 
all or most responsibility [] 
shared responsibility [| 
little or no responsibility (] 
(2) determining the course of 


treatment: 
all or most responsibility [] 
shared responsibility CT] 


little or no responsibility [] 
(3) carrying out the course of 


treatment: 
all or most responsibility [] 
shared responsibility ee 


little or no responsibility [| 
(4) determining own case 


assignments: 
all or most responsibility [J 
shared responsibility fa 


little or no responsibility [] 


16. (a) How frequently do you per- 
form tasks which could be 
done by someone with less 


training? 
frequently CJ 
occasionally a 


rarely or never [|] 


(b) How frequently are you 
asked to perform tasks 
which you do not feel fully 
qualified to do? 


frequently il 
occasionally We 
rarely or never [_] 


17. Do you think that psychologists with clinical training should do some of the 


work now done by: 
(a) Psychiatrists? 
VCS) ANOS 
If YES, what specific things 
do you have in mind? 


(b) Social Workers? 
Yes [] No {] 
If YES, what specific things do 
you have in mind? 


18. With regard to their training and legal responsibility, who, in your opinion, 


should: — 
(a) be allowed to practise 
psychotherapy? 


(1) social workers 


lai 


(2) psychiatrists 


(3) other medical 
practitioners | 

(4) registered psychologists 
with special clinical 
training lai 


(5) registered psychologists [] 


(b) be responsible for the administra- 
tion of psychological tests and the 
interpretation of resulting data? 


(1) social workers [9 
(2) psychiatrists [J 
(3) other medical 

practitioners {J 


(4) registered psychologists 

with special clinical 

training CI 
(5) registered psychologists {3 
(6) othet 4.4.23. ee C] 


q 


19. (a) How successfully have co- 


20. 


(b) 


ordination and co-operation 
been achieved among the 
different professions in your 
setting? 


successful CT 
partly successful [] 
unsuccessful LJ 


What, if any, are the obstacles 
to more successful co-ordina- 
tion and co-operation among 
the professions in your setting? 


On the treatment of a patient or 
client how frequently do you con- 
sult with each of the following? 


(1) 


(2) Psychiatrists: 


(3) 


(4) 


Social Workers: 
at least once a day C] 
several times a week 
several times a month 
several times a year 
rarely or never 


at least once a day 
several times a week 
several times a month 
several times a year 
rarely or never 


Beye EE ey 


Other medical practitioners: 
at least once a day 
several times a week 
several times a month 
several times a year 
rarely or never 


Other psychologists: 
at least once a day 
several times a week 
several times a month 
several times a year 
rarely or never 


NOOB? sno ee 
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21. (a) How satisfying do you find 


(b) 


consultation about the treat- 

ment of a patient or client with 

these groups? 

(1) Social Workers: 
highly satisfying 
fairly satisfying 
unsatisfying 

(2) Psychiatrists: 
highly satisfying 
fairly satisfying 
unsatisfying 

(3) Other medical 

practitioners: 
highly satisfying 
fairly satisfying 
unsatisfying 

(4) Other psychologists: 
highly satisfying 
fairly satisfying 
unsatisfying | 

What do you find satisfying or 

unsatisfying about consultation 

with the above? 


ak fa eB fa 


ans Same 
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22. (a) Have you taken any formal courses relevant to your work since obtain- 
ing your highest degree in psychology? 
Ves el No (] 
(b) If YES, please list the courses and the organizations offering them: 


Course Organization 


950) Che 6 AIF Goh! So wale Wie (6's) Fie 8'G, 6,0 6 (a OOS Cie Bele ere ele € lee a eleje ee 6606 © tee —« | 'w ew ave) w 6 0 0) 610 Wi wile ee 6)6(6, 0.846 abe Sietseala)ene iad arard, a die, s) sims a 65.6 © © 64) 010: ool 
O58 9 OTR 18,010 (oe 8) 08 (0. . (6.10518 © 0 18.6.4) 6 00.016 (050-0 0) 6 014160 6 Sale .6 066 ae ele ieKe Ce | (1616 10 ote 0).¢\10) 9:8 aie| 4/6 [emi diainla) aie) m\w/= ia eke) aiaiaie (o)66 Sieletens) as) eel alata (oe o.al nce! ate 


© R018 18) 410 Shel eee eer a6 61g 6 Fi) 610.10) 8 6\6 Biel 0) 0. 9a) 8:4 8)6,01 8 0 16'S 614.1609 60 6c 8 se 6% 8 =| ele Belle 6/6161 e).6 eee eds lore! olla vel Sim, wire. falle)s ellpy eiauelaid (e146) Stel aah al alle u) wie elie ia)oratararee 


23. (a) For the practice of your profession in your present setting, would you 
benefit now from additional formal courses in the physical or mental 
health field? 


Yes {] No | 
(b) If YES, what areas would these cover? 


24. (a) The existing “Psychologists Registration Act” only restricts the use of 
the words “psychological”, “psychologist” and “psychology”. Do you 
think that persons providing professional psychological services should 
be licensed so as to make the rendering of similar services by any 
other person illegal? 

Vesti No [] 
(b) What are your reasons for/against licensure: 


25. (a) Do you think that the use of certain psychological testing and behaviour 
modification techniques should be restricted by law? 
VCS: ta No [] No opinion [] 
(b) If YES, what specific testing and behaviour modification techniques do 
you have in mind? 


26. (a) Should medical insurance schemes cover services provided by professional 
psychologists without medical referral? 
Yesara| No [] No opinion [] 
(b) If YES, what types of psychological services should be included in 
medical insurance schemes? 
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27. (a) How satisfied are you with the standards that are prescribed for your 
professional training in graduate schools regarding: 


(i) entrance requirements: (ii) curriculum: 
Satisfied ia] Satisfied 
Somewhat satisfied [] Somewhat satisfied [] 
Dissatisfied C] Dissatisfied C] 


(b) Please list any changes you recommend in the contents of graduate 


(M.A., Ph.D.) courses (including internship programmes) in your 
professional training: 


a 


28. Are you a member of: 29. How often do you attend the meet- 
(1) the Canadian Psychological ings and conferences of the associa- 
Association? tions in your profession? 
res. {| NO [{] (1) never attend ‘a 
(2) the Ontario Psychological (2) very rarely ‘S 
Association? (3) every few years et 
VES 0 fs] NO [] (4) about once a year a. 


(5) more than once a Vea. lale) 


ne eee 
30. In the past year, have you given 31. In the past three years, have you 


talks or led discussions concerning published articles: 
your profession in groups within (1) in the clinical area? 
the community? YES (how many?) i 
YES (how many) (ha NO ay 
NO C (2) on a topic concerning your 
profession? 
YES (how many?) [] 
NO ia) 


32. It is known that in all professions there are some members who engage in 
professional behaviour which is disapproved by their colleagues. Please list 
any behaviour which is disapproved by your profession that has come to your 
attention in the past year or two: 
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33. How satisfied are you with each of the following activities of your professional 


association? 
Somewhat  Dis- 
Satisfied satisfied _ satisfied 
(a) defining and clarifying ethical standards: ... [J fad | 
(b) enforcing standards and disciplining 
DUISCONCUCTS 7 ay ene Tee ay en, {| ‘a [] 
(c) providing programmes of continuing 
CCUCATION a) i..8 tay ee ee ee { ] ‘ie La 
(d) seeking changes in legislation: ................... is i io 


34. Please use this space for any comment you want to make (about your 
profession, this questionnaire, etc.): 


SSE Ss Be ee St ee) eae Te- dadt awa of eee 
Thank you very much for your co-operation in filling out this Questionnaire. 
Please return it NOW, in the envelope provided, to: 


Charles Hanly, Ph.D., Project Supervisor, 
c/o Committee on the Healing Arts, 

153 St. Clair Avenue West, 

TORONTO 7, Ontario. 


At the same time please mail, separately, the postal card provided so that we 
will know who have returned questionnaires. 


Questionnaire 415 


COMMITTEE ON THE HEALING ARTS 
QUESTIONNAIRE ON PSYCHIATRIC SERVICES IN ONTARIO 
FOR GENERAL PRACTITIONERS 


The information contained in this questionnaire will be held strictly confidential. 
Figures released will be aggregated. No individual statistics will be used. 


1. Medical school attended: 


2. Date of graduation from medical school: 


3. Dates of any postgraduate courses in psychiatry, with brief description of 


A re ee dy ee ee eee EE SNE BR 


4. Location of practice (please check) 


In an area with population of over 100,000 [J 
100,000 to 50,000 [] 
50,000 to 15,000 [] 
15,000 or less il 
Bt AISEE LOE CARES CT WCEK tre. tt nas a URED MANN oe, 
6. Number of diagnoses of psychiatric illnesses. 
CAiDevciloscee. | eee ee ey ee: Bee deh rmahes 4 
(b) psychoneuroses eee 
(c) character and behaviour disorders sees. 
(ap atherss ealie SIPKHOVeA bo veetprle.c..aeoees 
ats ee a Daa eens 


Estimates will be adequate for questions 5-8. 
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7. (a) Number of above cases treated by physician in his own practice: ............ 
(b) Number referred to: 
G@) mental hospitals" 7" * “* eet Ss ee 
(ii) general hospitals — psychiatric units .................... 
Gil)’ ‘psychiatric’ clinics aa Ph rey ee ee 
(iv) psychiatrists in private practice 9... 
(v) psychoanalysts in private practice 9... 
(vi) psychiatric social workers nna... 
(vu) clinical psychologists a (ohm fi) oreees 
(yin)jother: (specity) ky 2 SNS ale ee 
(c) Number not requiring treatment = 3 ............., 
(@) Number refusing; treatment yy ne 
8. Of cases treated directly by the physician (7 (a) above), what numbers 
were treated by: 
(a ecounselling) (1 (Ahi meee, 
Cbyrcrigse a Rare ees, 
(cM Otner | (SPeCiiy) aa nny een eae 
9. (a) Assessment of adequacy of psychiatric care in your region: 
(please check) 


Excellent be] Good (el Adequate [] 
Inadequate [] Grossly Inadequate [] None [] 


(b) Assessment of adequacy of psychiatric social work services in your 
region: (please check) 
Excellent fi] Good C] Adequate [] 
Inadequate [] Grossly Inadequate [] None ae 

(c) Assessment of adequacy of clinical psychology services in your region: 
(please check) 
Excellent a Good Cl Adequate [] 
Inadequate [] Grossly Inadequate [] None C] 

(d) Assessment of adequacy of psychiatric nursing services in your region. 
(please check) 
Excellent ee Good C] Adequate [] 
Inadequate [] Grossly Inadequate [] None [4 


Questionnaire 417 


10. General comments: 


Your co-operation and assistance in completing this questionnaire is sincerely 
appreciated. Please return it as soon as possible in the enclosed envelope to: 


Professor Charles Hanly, Project Director, 
c/o Committee on the Healing Arts, 
153 St. Clair Avenue West, 


Toronto 7, Ontario. 


At the same time please mail, separately, the postal card provided, so that we 
will know who have returned questionnaires. 
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QUESTIONNAIRE ON MENTAL HEALTH SERVICES IN ONTARIO 
FOR SCHOOL BOARDS, UNIVERSITY HEALTH SERVICES 


INSTRUCTIONS: 


Please answer each question by circling the number of the correct response, or 
that which most closely reflects your opinion. Where response categories are not 
_ provided, please answer as specifically as possible. 


1. Personnel: 


Number Total Function* 


full- part- Aggregate interviews IY fe a 
time time hrs./week  peryear a b 


a) Physicians: 
fellowship in psychiatry 


certified psychiatrist 


other (specify) 


b) Psychoanalyst 


c) Psychologists: 


Doctor’s degree in 
Psychology 
Masters /depicesinui@iaacs jp iaaiiniieae eae ie sie iaiea ened eee 
Psychology 
other (specify) 
“d)' Psychiatric Social’ Workersi = —=(“‘“‘“tesé‘“‘<‘ CO 
M.S.W. degree 
B.S.W. degred 7) 5 MEPS Si wntt weraient ances eee a 
other (specify) “Fs War ver gay Tho Sawai 0 yer eae ae 
@) Psychiatric’ Nurses jae Soe oe a or eee 


f) Special Teachers 


g) Other (specify) 


*Please check column with appropriate function: 
1) diagnostic: a) primary 
b) ancillary 
2) therapeutic 
3) general care 
4) education 


Questionnaire 


. a) Number of sessions held per week 


b) Total during year 


. a) Number of cases in 1966-67 school year... 
b) Number of students potentially served by above personnel 
c) What is total enrolment in your district? 


. Of those people treated in 1966-67, how many were treated 
eG PePOR UMC AIS MIMO 720.0. 6 est. 
b) in a previous year .......... Lea eee 


- Number of students diagnosed in 1966-67 as suffering from: 
CREP COSIS Sais tvantiteliics 

D)MpsyCUOneurOsis ho 22.0 

c) character & behaviour disorder ....................... 

dy others... se 4S... 


. Number of students in 1966-67 treated by: 
a) psychotherapy: i) individual 2.000000... 
TL VICALOUPT AMD pete ks nce 

De percucalialysis 60) 5 oe n0,) 

ey cm@unseling:: 1) individual i0.500.)56.0..cc0cee: 
SE OPO te Bae oe et 

d) (BACT Sea, a a te 

e) insulin-shock treatment ........................ 

PIS Sta DY © soi cen Macy: 

PROVO NOs cs kaa. 

sa ery eet, 

Eye arco-mnalysis oe seis 

j) behaviour therapies .........7700.0.0. 

k) other (specify) 


. a) Should child guidance clinics be installed in schools? 
1) Yes 
2) No 


419 


sere eens 


b) If so, should they play a higher treatment role, leaving hospitals for 


severe cases? 
Li) Yes 
2) No 
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8. In your opinion, should a clinical psychologist, by himself, provide 


10. 


11 


a) primary diagnosis 
Ph) kes 
2) No 


. a) If answer to 8a) is NO, should a clinical psychologist diagnose only 


Td 


ae 


13; 


14. 


upon referral? 


1) Yes 
2) No 


In your opinion, should a medical degree be a pre-requisite for 


a) diagnostic work Lees 2) No 
b) psychotherapy L) 2Y¢s 2) No 
c) counselling ees 2) No 


In your opinion, would a course in family relationships added to the curriculum 
aid in preventing mental illness? 


1) Yes 
2) No 


Could such a program be offered by your school in the future? 
UyeYes 
2) No 


In your opinion, should O.M.S.I.P. cover 
a) clinical psychologists 1) Yes 2) No 
b) psychiatric social workers 1) Yes 2) No 


Would this alleviate the mental health problem of insufficient personnel? 


1) Yes 2) No 


Questionnaire 42] 


15. GENERAL COMMENTS: Please use the remaining space for expressing 


any further opinions or information about the education and regulation of 
members of your staff. 


16. Position of person who answered questionnaire: 


ene): Subse (85078) 628i #1854: ‘eis\ als) @ 418m algae, erecele/dictalscniecaateleie © 


Thank you very much for your co-operation in filling out this questionnaire. 


Please return it NOW, in the envelope provided, to: 
Professor Charles Hanly, 
Committee on the Healing Arts, 
153 St. Clair Avenue West, 
TORONTO 7, Ontario. 
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QUESTIONNAIRES WERE SENT TO THE FOLLOWING 
BOARDS OF EDUCATION 


Board of Education 
Area 1, Northwestern Ontario 


Fort William 
-Port Arthur 


Area 2, Midnorthern Ontario 
Sault Ste. Marie 
Sudbury Public School Board 


Area 3, Northeastern Ontario 
Timmins Public School Board 


Area 4, Western Ontario 
Chatham 
London 
St. Thomas Public School Board 
Sarnia 
Windsor 


Area 5, Midwestern Ontario 
Brantford 
Galt 
Guelph 
Kitchener Public School Board 


Kitchener-Waterloo High School Board 


Stratford 
Waterloo Public School Board 
Woodstock 


Area 6, Niagara 
Ancaster Township School Area 
Burlington 
Hamilton 
Niagara Falls 
Oakville 
Port Colborne 
St. Catharines 
Saltfleet Township School Area 
Welland 


Returned 


Xx 


x *% 


xx KKK MK 


Not Returned 


Board of Education 
Area 7, West Central Ontario 


Barrie Public School Board 
Brampton Public School Board 
Chinguacousy T.S.A. 
Etobicoke 

Lakeshore District 

Toronto 

Toronto Township 

York 


Area 8, East Central Ontario 


East York 

Leaside 

North York 

Oshawa 

Pickering T.S.A. #2 

Richmond Hill Public School Board 
Scarborough 

Whitby Public School Board 

York Central D.H.S. Board 


Area 9, Eastern Ontario 


Bay of Quinte D.H.S. Board 
Belleville Public School 
Kingston 

Peterborough 

Trenton 


Area 10, Ottawa Valley 


Cornwall Collegiate Inst. Board 
Cornwall Public School Board 
Nepean Township School Area 
Ottawa Public School Board 
Ottawa Collegiate Inst. Board 


Returned 


xx mK 


x mK MM rm Ps PS 


xx KM 
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Not Returned 
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QUESTIONNAIRE ON PSYCHIATRIC SERVICES IN ONTARIO 
FOR OUT-PATIENT CLINICS 


The information contained in this questionnaire will be held strictly confidential. 
Figures released will be aggregated. No individual statistics will be used. 


INSTRUCTIONS: 


Please answer each question by CIRCLING THE NUMBER of the correct 
response or that which most closely reflects your opinion. Where response cate- 
gories are not provided, please answer as specifically as possible. 


NAME: 


ADDRESS: 


AUSPICES UNDER WHICH OPERATED: 


DATE: 


1. Type of patients: 
1) adults only 
2) children only 
3) adults and children 


2. Number of sessions held per week 


Total number of sessions during the year 


Questionnaire 425 


3. Personnel: Functions: * 
1 OS, tart | 


a) physicians: fellowship in psychiatry 
ee | ee ee 


certified in psychiatry 
EIS ayy lp alg ME a 
b) psychologists: with doctor’s degree in psychiatry 
with master’s degree in psychiatry 


ther (specify) 


O 


c) social workers: with M.S.W. degree 


with B.S.W. degree 
other (specify) 


Sid) ichimnicnauiscs™ > Te Tey Pere ees rarer ore ma dae tee a 
See cae workers a eae ye ee 
eccrine eh ge re 
eG no. peal bibae siemens Te 


h) other (specify) i} 
eee ere ee Seas er eS ae ey nee 


*Please check column with appropriate functions: 


1 diagnostic: a) primary 
b) ancillary 

2) therapeutic 

3) general care 


4) education 


4. This unit provides formal training for 
No. of Students 
DePSVCOIGIIStS 0 ee ee. 
Bp CalpsSYCNOlOsinigg) 9) 
Sypsveniatric#sOcial Workers yo pacun hese. sak 
AMI VOUIAITICANUISES fs i teeta oe 
DmOCReE TSDCCHIUD os hasan a 


Come se le POM el eee 
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5. If answer to No. 4 is positive, then, this unit has a teaching staff which is 
No. of Staff 
Lj tultimeds.$ , iceen tee 


2.) PALt-CIM Cs oe aoe ey 


6. Please number in order of urgency, your needs with respect to training courses: 
Aneel eahod facilities 


UU oe teachers 


FAs Coen. finance 


7. Could training courses be provided at your clinic in the future? 
Paves 
2) No 


8. In what fields could your clinic best provide a training course? 
1) psychiatric residency 


2) clinical psychology 

3) psychiatric nursing 

4) psychiatric social workers 
5) child-care workers 

6) special teachers 

7) other (specify) 


8) none 


9. Is there a need for more personnel in child psychiatry? 
1) Yes 
2) No 


10. If there is a need for more personnel, please number in order of urgency: 
eae eaeetits psychiatrists 


ie we ee psychoanalysts 

ee cae ae clinical psychologists 

elas Ei A. psychiatric nurses 
eae psychiatric social workers 
eer ee child-care workers 

Le Re ey special teachers 


Rca other (specify) 
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11. Are admissions too complex? 
1) Yes 
2) No 


12. In your opinion, should mental health clinics be under local boards as general 
medicine, instead of the provincial Department of Health? 


1) Yes 
2) No 


13. In 1966, how many people at your clinic 
a) applied for treatment b) were treated 
children under 5 
children 5 —11 
Chlidien (2 21 


adults 


total 


14. Of those patients treated in 1966, how many were treated 


a) for the first time b) in a previous year at 
your clinic or elsewhere 
children under 5 


children, - 5.11 
children 12 — 21 


adults 


15. Number of patients in 1966 diagnosed as suffering from: 


character & 
behaviour 
psychosis — psychoneurosis disorder other 
children under 5 
childrens <5,— 11 
children 12 — 21 
adults 


Se Re AS Se ptiesiacee te on ME CT ig = atenefe sie eth stavarare: PS. Gee MSE Nes 0 Siharerehy ioe vis dee Wh ai oeeNeualtihe wleanera dane 
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16. Number of patients in 1966 treated by: 


ADULTS CHILDREN 
5s 5s 5-11 tee. 112-21 a 
psychotherapy: I ra ee 
i) individual 
ii) group 
psychoanalysis 
counselling: 


i) individual 


li) group 


electroconvulsive therapy 


insulin-shock treatment 


drug therapy 


hypnosis 


surgery 


narco-analysis 


behaviour therapies 


other (specify) 


17. Does your clinic have a regular programme of evaluation of methods of 
treatment? 


1) Yes 
2) No 


18. Does your clinic engage in research into: 
a) causes of psychiatric illness 
1) Yes 
2) No 
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b) nature of psychiatric illness 
1) Yes 
2) No 


c) methods of treatment 
1) Yes 
2) No 


19. In your opinion, in what area is the demand for mental health service for 
children increasing most? (please number in order of urgency) 


eae ree clinics 

IRR, psychiatric units of general or paediatric hospitals 
Oa ie provincial hospitals 

Memeaeren tt private therapy 

saobwesn, SOR others (specify) 


20. In your opinion, is there a demand for community clinics (as opposed to 
hospital out-patient clinics)? 


1) Yes 
2) No 


21. Does your clinic provide day care for 


a) children Pex es ave OL children ss Jays... 
2) No 

b) adolescents 1) Yes age of children ................ 
2) No 


_22. If your clinic does not provide day care, do you have any immediate plans 
to do so? 


1) Yes 
2) No 
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23. Is your clinic associated with an in-patient programme, as an intermediary 
stage before the patient returns completely to the community? 
De. es 


2) No 


24. Please use the remaining space for expressing any further opinions or infor- 
mation about the education and regulation of members of your clinic: 


25. Position of person who answered questionnaire: 


Thank you very much for your co-operation in filling out this questionnaire. 
Please return it NOW, in the envelope provided, to: 


Professor Charles Hanly, 
Committee on the Healing Arts, 
153 St. Clair Avenue West, 
Toronto 7, Ontario 


MAILING LIST FOR OUT-PATIENT CLINICS 


I. Provincial 


ie 


a a a ro 
PRWNF CUO AANA NA PWN 


. Brockville 

. Cedar Springs 
. East York 

. Goderich 

. Hamilton 

. Kingston 

. New Toronto 
. North Bay 

. Owen Sound 
. Port Arthur 
. St. Thomas 

. Toronto 

. Whitby 

. Woodstock 


Community: 


Nae 
16. 
ip 
18. 
19: 
20. 
ZANE 
2a. 
2, 
24. 
2% 
26. 
Zi. 
28. 
29. 
30. 
oi. 
cee 
Dot 
34. 
Dos 
36. 
oi. 
38. 


Belleville General 
Chatham M.H. Clinic 
Cornwall General 
Hamilton General 

G. Hencks Memorial 
Hospital for Sick Children 
Weston-Humber Memorial 
Kingston General 


Kitchener-Waterloo General 


Northwestern General 
North York General 
Oshawa M.H. Clinic 
Ottawa Civic 

Ottawa General 
Peterborough Civic 
Ottawa Royal San. 
Queensway General 
St. Catharines General 
Sarnia General 
Scarborough M.H. Clinic 
Sudbury-Algoma San. 
Toronto East General 
Toronto General 
London Victoria 
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Children Children 

Returned & Adults only 

xX xX 

xX x 

X (closed ) 

X (closed ) 

xX X 

xX xX 

xX >, 

xX xX 

xX xX 

xX x 

xX X 

xX xX 

xX xX 

xX xX 

xX xX 

X (no out-patient service ) 

xX xX 

xX X (Opened 1967) 

X (adults only) 

re x 

xX 4 

xX xX 

xX xX 


x xX 


X (children over 16) 
X (mostly adults) 
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Mailing List for Out-Patient Clinics: 


II. Community: Continued 


a9. 
40. 
41. 
42. 


Returned 
Welland General 
Windsor-Community x 
Newmarket-York County x 
Borough of York M.H. Clinic xX 


Total 28 


_———_ 


Not included: Clarke Institute 


Children’s Psychiatric Research Institute 


Boys’ Village 
Thistletown 


Ontario Hospital, London 


Children 
& Adults 


xX 
x 


__ 


20 


_——_ 


Children 
only 


xX 
4 
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QUESTIONNAIRE ON MENTAL HEALTH SERVICES IN ONTARIO 
FOR IN-PATIENT FACILITIES 


a 


The information contained in this questionnaire will be held strictly confidential. 
Figures released will be aggregated. No individual statistics will be used. 


ee te ay 
INSTRUCTIONS: 
Please answer each question by circling the number of the correct response or 


that which most closely reflects your opinion. Where response categories are not 
provided, please answer as specifically as possible. 


SiRre\8) Wi 6.0 1.6, 9.0). 9.1869 Jb |e: w wie.ete 6a) 0b) (ea e’ nie) b5//0\ s) 6) wellalie) eiavalal sia 


Provincial Act under which you are 


Tecistercdeyt anya ees tet en 


1. Type of patients: 
1) adults only 
2) children only 
3) adults and children 
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2. Personnel: 


Number Total Function* 
full- part- Aggregate interviews 1 


time time hrs./week  peryear a b 
a) Physicians: 
Fellowship in Psychiatry 


Certified Psychiatrist 


Other (specify ) 


b) Psychoanalysts 


c) Psychologists: 
Doctor’s degree in 
Psychology 


Master’s degree in 
Psychology 


Other (specify) 


d) Social Workers: 
M.S.W. Degree 


a a 


B.S.W. Degree 


a ee 


Other (specify) 
*Please check column(s) with appropriate function(s) : 
1. Diagnostic: a) primary 
b) ancillary 
2. Therapeutic 
3. General care 
4. Education 


3. Does your agency provide training courses in any of the following fields? 
|) psychiatric residency 
2) clinical psychology 
3) psychiatric nursing 
4) psychiatric social work 
5) special teaching 


6) other (specify) 
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4. Could training courses be provided in the future in any of these fields? 
1) psychiatric residency 
2) clinical psychology 
3) psychiatric nursing 
4) psychiatric social work 
5) special teaching 
6) other (specify) 


7) none 


5. In 1966, how many people 


a) applied for treatment b) were treated 
children under 5 
5-11 
12-21 
adults 
Total 


6. Number of cases in 1966 diagnosed as suffering from: 


Children Adults 
under 5 5-11 12-21 
psychosis 
psychoneurosis 


character & behaviour 
disorder 


other (specify) 
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7. Number of cases in 1966 treated by: 


Children Adults 
under 5 S-11 12-21 


psychotherapy: 
i) individual 
i oa 
” psychoaialysis.« | a 


ee EE Pe 


counselling: 
i) individual 
H)SetoUpe | oa an eae 


gL Oe be 
ee ee eee 


insulin-shock treatment 


drug therapy 


h 


ypnosis 


a ee a eee 
surgery 
ee een ietipen fs eee ee 


narco-analysis 


b 


ehaviour therapies 


ther (specify) 


10) 


ee ee eee 
8. GENERAL COMMENTS: Please use the remaining space for expressing any 


further opinions or information about the education and regulation of members 
in your profession: 


9. Position of person who answered questionnaire: 


Thank you very much for your co-operation in filling out this questionnaire. 
Please return it NOW, in the envelope provided, to: 


Professor Charles Hanly, 
Committee on the Healing Arts, 
Toronto 7, Ontario. 


(5) 153 St. Clair Avenue West, 


he ‘ | 


eu it nes i ie Se 
i] i i? 
ea 


_IRINDING SECT. gay 1.21971 


Se eS 


a 


Ui aaa 
f} ne ih i it 
; i tone) 


Hate aay: 
Pe 


